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ALL THE 


VITAMINS 


LESLIE J. HARRIS, Sc.D., D.Sc., F.R.LC. 
Dunn Nutritional Laboratory, University of Cambridge, and Medical Research Council 


Q.—Please give a list of vitamins with all their 
different names and with notes on the signs and 
symptoms of deficiency. 

A.—The answer would take more space than can 
be allowed in “ Any Questions? ” and at the request of 
the Editor the following article has been contributed. 


3 The vitamins which so far have been shown to be needed 
by man, or to be of undoubted clinical significance, are the 
following: vitamin A, vitamin B,, three components of the 
yiamin B, complex—namely, nicotinic acid, riboflavin, 
and folic acid—vitamins C, D, and K, together with several 
Mi different forms and modifications of most of them. 
"| The significance of some other vitamins for human 
ME putrition is still somewhat uncertain: these include two 
Sp additional “ B, vitamins ” (biotin—vitamin H—and choline), 
@aand also vitamins E, F, and P. 
% A third group of vitamins comprises those which have 
=§ s0 far been demonstrated only by means of animal experi- 
maments. These consist of four vitamins of the B, group 
wa(vitamin B, — pyridoxin — pantothenic acid, inositol, p- 
a aminobenzoic acid). The vitamins will be described in 
Mi three groups in the above order. 


I. Vitamins Needed by Man 
Vitamins A 
©§ These include vitamin A proper (otherwise called vita- 
A, or axerophthol) and the principal provitamin, 
Sgcarotene. There are several other forms of vitamin A— 
Mgcamely, vitamin A,, anhydro-vitamin A, subvitamin A— 
Wand several other active carotenoids also serve as pro- 


vitamins in addition to 8-carotene—for example, a- and y- 


wgcarotene, kryptoxanthine, leprotene, echinenone, myxo- 
pg xanthine, aphanene, aphanicene—but none of these have 
me any special medical interest. The signs and symptoms of 
3 deficiency of vitamin A may include: diminished powers 
eg dark adaptation (this is the earliest and most delicate 
"HB diagnostic sign), progressing to night blindness ; xerosis and 
my keratinization of various membrane tissues, giving rise to 
pa2 liability to local infections; a keratinized follicular 
oe papular eruption in the skin ; xerotic changes in the con- 
pp unctiva and cornea (best detected by slit-lamp inspection 
gy examination of corneal scrapings for keratinized cells), 
i leading to “Bitot’s spots” and to xerophthalmia and, in 
@g2dvanced cases, keratomalacia. In experimental animals 
my other changes observed in deficiency include renal calculi, 
: degenerative changes in the central nervous system, 
mp Periodontal hyperplasia, overgrowth of bone, failure in 
feproduction, and of course impaired growth rate. (Among 


the first signs of inadequate intake, of this or any other 
vitamin, is poor growth.) The best sources of vitamin A 
include halibut-liver and cod-liver oils, mammalian liver, 
and milk (or fortified margarine); as: carotene it occurs 
abundantly in green leafy vegetables and in carrots ; eggs 
and butter contain both carotene and vitamin A. The 
League of Nations standard of requirement is 3,000 i.u. 
(1 iu.=0.6 microgram of 6-carotene), but carotene is only 
about one-half or one-third as well utilized by the animal 
body compared with an equal amount of vitamin A.” 


B Group of Vitamins 

This comprises the heat-labile vitamin B,, and the heat- 
stable vitamin B, complex of vitamins (see below). 

Vitamin B, (aneurin hydrochloride or thiamin hydro- 
chloride) occurs also in nature as the pyrophosphate ester or 
co-carboxylase. This is the anti-beriberi or antipolyneuritic 
vitamin. Beriberi, common in the East among populations 
subsisting too exclusively on diets of “ polished ” (white) 
rice, is characterized by polyneuritis of the peripheral 
nerves (typical manifestations being the patches of par- 
aesthesia in the lower limbs, diminished knee-jerks, wrist- 
drop, high-stepping gait), by cardiac irregularities (shortness 
of breath, dyspnoea, tachycardia, dilatation of the right 
side of the heart), muscular weakness, anorexia, and 
sometimes emaciation (“dry beriberi”) or oedema 
(“wet beriberi”). The disease may follow several dif- 
ferent forms depending on whether the polyneuritic, cardiac, 
or oedematous symptoms predominate. 

Conditioned deficiency of vitamin B, (secondary poly- 
neuritis), as distinct from the endemic deficiency seen in 
the Orient, occurs from time to time in Western countries 
—as in polyneuritis arising from gastro-intestinal obstruc- 


' tion (which causes faulty absorption of the vitamin), in 


alcoholic polyneuritis, and in the polyneuritis of pregnancy. 
In infants and children suboptimal intake of vitamin B, 
has been thought to lead to inadequate growth and gastro- 
intestinal hypotonia. he 

The national wheatmeal loaf (about 80-85% extraction) 
has been an important source of vitamin B, in Great 
Britain since the beginning of the second world war, white 
flour (72% extraction) containing negligible amounts. The 
best foods for vitamin B, include: dried brewers’ yeast 
(c. 1,000-2,000 iu. per 100 g.), wheat germ, rice germ, 
barley germ (c. 1,000), oatmeal (c. 300), wholemeal wheat 
flour, peas, haricot beans, egg yolk (c.. 100). The League 


of Nations standard of requirement for vitamin B, is 


300 iu. per day (1 iu.=3 »g.=0.000,003 g.). 
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Vitamin B, when first recognized was thought to be a 
single factor, and defined as the “ heat-stable, water-soluble 
fraction present in extracts of yeast which prevents pellagra 
in man, black-tongue in dogs, and a so-called pellagra-like 
dermatitis in rats and is needed also for promotion of 
health and growth in rats.” As so defined, vitamin B, is in 
reality a complex of at least nine vitamins (including 
nicotinamide, riboflavin, pyridoxin, pantothenic acid, 
p-aminobenzoic acid, inositol, choline, biotin, and folic 
acid). The term is sometimes used, but less accurately, as 
synonymous with riboflavin. 


B, Vitamins Needed By Man 

(a) Nicotinamide (otherwise called nicotinic amide, or 
niacin amide, or “ P-P,” or pellagra-preventing, vitamin). 
The parent substance, nicotinic acid (or niacin), is likewise 
active, being doubtless converted to the amide in the animal 
body. In the combined form, in living tissues, nicotinamide 
occurs as a component of certain enzyme systems—namely, 
as the two “ pyridine coenzymes” (1) codehydrogenase I, 
of “ Euler’s cozymase,” diphosphopyridine nucleotide, and 
(2) codehydrogenase II, or “ Warburg’s enzyme,” tri- 
phosphopyridine nucleotide. 

The signs and symptoms of pellagra in man may be 
summarized under four headings: (1) The characteristic 
glossitis and stomatitis, including the “beefy tongue.” 
(2) There develops a persistent diarrhoea. (3) Most typical 
are the skin lesions. These begin as an erythema resembling 
sunburn, and progress into a deeper dermatitis, followed by 
a pigmentation and a great thickening of the dermis. The 
pathognomonic feature of these eruptions is that they are 
bilaterally symmetrical, possess a well-defined pigmented 
border, and occur especially on the parts of the body 
exposed to the sun or to friction, including the back of the 
hands and wrists, the face, the upper part of the chest, 
and the perineal region. (4) Mental symptoms develop as 
the disease progresses, and in the absence of treatment 
insanity results. 

“Secondary pellagra,” or “conditioned deficiency” of 
nicotinamide, with symptoms similar to the above, is 
caused by faulty absorption or assimilation of the vitamin, 
as, for example, in the pellagra of chronic alcoholism or 
in gastro-intestinal obstruction. 

The ‘daily requirement of nicotinamide (preventive) is 
probably about 10-12 mg. The best sources in food include 
yeast and liver (or yeast and liver extracts), fish (e.g., 
canned salmon), meat, pulses, whole wheatmeal or bran, 
but there is practically none in white flour. 

(b) Riboflavin was formerly called lactoflavin (or ovo- 
flavin, or hepatoflavin, etc., according to its origin) and is still 
sometimes known as B,. (More strictly speaking, this term 
was correctly used when riboflavin was the only known 
“B,” vitamin, before it was found to be a complex.) In 
living tissues riboflavin occurs in the combined form as a 
coenzyme—namely, iso-alloxazine-adenine-dinucleotide, a 
component of the enzyme systems known as flavoproteins. 

Riboflavin deficiency in man causes a_ typical 
“ cheilosis ” (lesions of the lips) and an angular stomatitis 
characterized by cracks, scaliness, and maceration at the 
corners of the mouth, developing into a deep fissuring. 
Corneal changes, opacity, and vascularization have also 
been described ; but probably both oral and ocular symp- 
toms lack full specificity. In experimental animals the 


deficiency is likewise marked by corneal lesions and der- 
matitis, as well as by growth failure: In addition, in birds, 
deficiency results in a condition described as “curled toe,” 
and is of much practical importance in poultry husbandry. 
In dogs a condition described as “ yellow liver” has been 
produced. - 


The daily requirement (preventive) is pr : 
1-2 mg. Foods rich in riboflavin ‘actos 
kidney, milk, and egg-white. 

(c) Folic acid is probably identical with or closely 
to factors known severally as the grass juice factor (f, 
guinea-pigs), vitamin B, (anti-anaemia factor for ind 
vitamin M (for monkeys), and the growth factors for 2 
micro-organism Lactobacillus casei and for Streptococe 
lactis R. In chemical structure it is built from glutamic 7 
p-aminobenzoic acid, and pterin residues ; and certain 0 
pterin derivatives may also be active. Folic acid has 
shown to produce a haematopoietic response in Addisonian 
pernicious anaemia and in some other macrocytic anaemiag 
in man ; it is, however, apparently ineffective in controlli 
cord degeneration in pernicious anaemia. Remarkable 
success is said to have followed its use in treatment of sprue, 
A possible anticarcinogenic action is being examined 
experimentally in animals. 

Vitamin C 

Vitamin C, or /J-ascorbic acid (formerly known also in the 
U.S.A. as cevitamic acid), is the anti-scurvy (antiscorbutig 
vitamin. The closely related, and somewhat unstable, 
reversibly oxidized derivative, dehydroascorbic acid, is aly 
active, and several artificially prepared chemical analogug 
show some varying degree of activity. Characteristi 
symptoms of scurvy in the adult are the haemorrhags 
manifestations, particularly the spongy gums and th 
petechiae in the trunk or limbs. Among the early signs 
may be a follicular hyperkeratosis. In advanced cases ther 
is a pronounced secondary anaemia. Bronchitis and othe 
infections often occur as a complication. The associatg 
symptoms may include sallowness, lassitude and ment 
depression, pains in the lower limbs, and hardening of th 
calf muscle due to haemorrhage. In infantile scurvy th 
diagnostic features include: (1) a tenderness in the. lowe 
limb as a result of which the child adopts a characteristi 
attitude, dreading to be touched; (2) subperiostel 
haemorrhage with swelling, e.g., near the lower end of 
the femur ; and (3) the radiological appearance of the lon 
bones, showing a cessation of osteogenesis ; the oral lesio 
may be absent. In scurvy there is an extreme degree g 
depletion of ascorbic acid from the tissues, as show 
by the number of test doses needed before an overflow of 
the excess into the urine, where it can be estimated by 
chemical test. 

The League of Nations standard requirement is 30 
per day. The best sources of the vitamin include, among 
fresh fruits (in decreasing order): blackcurrants, stray 
berries, oranges, lemons, grapefruit, gooseberries ; there’ 
relatively little in pears, plums, grapes, or some varieties of 
apples. The richest vegetables include (also in decreasif 
order): Brussels sprouts, cauliflower, cabbage, and n¢ 
potatoes. ‘During the cooking of vegetables the loss of 
vitamin C can be minimized by avoidance of sud 
conditions as the use of excessive amounts of cooking wattf 
an undue prolongation of the time of heating, too mud 
shredding of the vegetable before cooking, and overmué 
keeping hot or recooking before serving. 


Vitamin D 

Vitamin D is the antirachitic vitamin. The two md 
important forms are: (1) vitamin D,, or calciferol, pre 
pared artificially by ultra-violet irradiation of ergostert 
and present also in certain irradiated plant materials ; af 
(2) vitamin D, or irradiated 7-dehydrocholesterol (ch oe 
stadien-3-ol), present naturally in fish-liver oils, intl ding 
halibut, tunny, and cod. Other D vitamins, of little mom 
than academic interest, are the following : irradiated heat 
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cholesterol ; cholesterilene sulphonic acid ; irradiated 22-di- 
hydroergosterol : irradiated 7-dehydrositosterol. Rickets 
(vitamin D deficiency) is characterized particularly by 
deficient calcification of the bones, especially in the newly 
forming bone at the epiphysis, where the zone of provisional 
calcification is increased in breadth and inadequately 
mineralized. The consequent irregular growth of soft 
osteoid tissue causes the typical swellings at the epiphysial 
junctions (“ rachitic metaphysis”). The bending of the 
inadequately calcified bones and the overgrowth of osteoid 
fissue in turn give rise to the well-recognized deformities 
pow-legs, knock-knees, rachitic pelvis, “ green-stick ”- frac- 
tures, the enlargement of the ends of the bones, and the 
beading of the ribs. Active rickets is characterized by a 
deficiency level of inorganic phosphate in the blood and 
sometimes of calcium, causing spasmophilia (tetany), and 
by ani increase in blood phosphatase. The fundamental 
chemical lesion in vitamin D deficiency is excessive loss of 
phosphate and/or calcium in the faeces, with a concurrent 
drop in their levels in the blood and consequent inadequate 
calcification of bony tissues. Severe rickets is of course 
readily detected by the clinical signs, but mild cases of 
rickets may need x-ray diagnosis. . © 

Legitimate “ pharmacological ” uses of vitamin D—i.e., in 
the absence of rachitic signs—are: (1) to maintain the level 
of the blood calcium after parathyroidectomy, and (2) in 
the treatment of lupus vulgaris by massive local injection. 
Vitamin D occurs in fish-liver oil (halibut, cod, tunny, etc.) 
and in smaller quantity in egg yolk and in vitaminized 
margarine and butter. The international unit is 0.02 ug. of 
calciferol, the protective dose in early childhood about 500 
to 1,500 iu. per day, and an effective curative dose 1,500 
to 3,000 iu. per day: larger doses may be toxic. For 
nursing and expectant mothers 1,000—2,000 i.u. daily may be 
prescribed in order to improve the assimilation of calcium 
and phosphate and to make good the losses of these elements 


to the foetus and in the milk. 


Vitamin K 


Vitamin K includes vitamin K, (2-methyl-3-phytyl-1,4- 
naphthoquinone) and vitamin K, (2-methyl-3-difarnesyl-1,4- 
naphthoquinone). Active homologues include various other 
2-methyl-1,4-naphthoquinone derivatives—for example, 
phthiocol (2-methyl-3-hydroxy-1,4-naphthoquinone) and 
the parent substance itself, 2-methyl-1,4-naphthoquinone. 
The last-mentioned, because of its solubility and ease of 
absorption, is the form of vitamin K most favoured in 
medicine. In experimental chicks and other species, 
deficiency of vitamin K causes a lowering of the pro- 
thrombin value of the blood, and this results in a haemor- 
thagic syndrome. In clinical practice vitamin K has been 
of great service in controlling those haemorrhagic con- 
ditions that are due specifically to hypoprothrombinaemia 
—namely, (a) in haemorrhagic disease in the newborn, 
associated with a transient hypoprothrombinaemia ; 
(6) after surgical treatment of obstructive jaundice ; and 
(c) in the hypoprothrombinaemia associated with steator- 
thoea, sprue, and intestinal obstruction. It is believed that 
in (a) the transient hypoprothrombinaemia can be attributed 


to the fact that symbiotic microflora, which normally 
‘# synthesize vitamin K, have not yet become established in 
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the intestine of the infant through the ingestion of food. 
In (b) and (c) a faulty absorption of vitamin K is considered 
to be responsible for the deficiency. In treatment, 1 to 
4 mg. of 2-methyl-1,4-naphthoquinone daily is commonly 
used, given either by injection or by mouth. In the prophy- 
laxis of hypoprothrombinaemia in the newborn the vitamin 
may be administered as a prenatal routine to the mother, 
or to the child at birth. 


II. Vitamins of Probable or Possible Significance for 
Humans 


Biotin, a growth factor for yeast and other micro- 
organisms, is identical with the so-called vitamin H 
(=Haut [skin] Faktor, or anti-eggwhite injury factor for 
rats and other animals) and with coenzyme R (growth 
factor for micro-organisms in the nodule of legumes). 
It protects rats and other experimental animals from sebor- 
rhoeic skin lesions and other abnormalities when they are 
fed on a special diet containing raw egg-white as an 
ingredient. The latter contains a protein-like substance or 
antivitamin, “avidin,” which inactivates the vitamin and 
is destroyed by cooking. Clinical relations are still obscure, 
although biotin deficiency has been produced experimentally 
in the human subject by means of a diet of raw egg-white, 
and there is at least one record of a primary deficiency 
having been described. 

Choline functions in chemical physiology as a trans- 
methylating agent, and as such is replaceable by the amino- 
acid methionine, or by betaine. In experimental animals 
choline deficiency results in a fault in fat transport and 
consequently in fatty liver (sometimes accompanied by 
necrosis), as well as by haemorrhages in the kidney, 
paralysis, and other ill effects. Possible. clinical 
applications still remain to be defined, although its use has 
been proposed to control a negative nitrogen balance in 


conditions similar to those in which methionine or a high- | 


protein diet has been found effective. 

Vitamin E includes o-tocopherol (5,7,8-trimethyl-tocol), 
B-tocopherol (5,8-dimethyl-tocol), y-tocopherol (7,8-di- 
methyl-tocol), and several related synthetic derivatives. In 
rats or other experimental animals deficiency of vitamin E 
causes: (1) reproductive failure, due in the female to 
resorption of the foetuses during gestation, and in the male 
to degeneration of the germ cell ; (2) muscular dystrophy ; 
(3) degeneration of muscle fibres, leading ta discoloration 
of the uterus and other tissues ; (4) degeneration of the 
epithelium of the convoluted tubules of the kidney ; 


(5) an “exudative diathesis” ; and (6) dental depigmenta- © 


tion. Many claims have been made for the successful use 
of vitamin E in treatment of habitual abortion in women, 
but adequately controlled experiments still seem to be 
lacking. The supposed effectiveness of vitamin E in treat- 
ment of muscular dystrophies lacks confirmation. The 
richest sources of vitamin, E include wheat-germ and rice- 
germ oils, cotton-seed oil, and green leaves. In contrast 
with vitamins A and D it is absent from cod-liver oil and 
other fish-liver oils. 

“ Vitamin F ” is a synonym for the nutritionally essential 
unsaturated fatty acids—namely, linoleic acid, linolenic 
acid, and arachidonic acid. Symptoms of deficiency in rats 
include a scaliness of the tail sometimes leading to caudal 
necrosis, irregularities in reproduction, and kidney lesions. 
Deficiency of “ vitamin F” has not been recognized to 
occur in the human, but claims have been made for its use 
in eczematous conditions. 

Vitamin P, a group of substances including citrin (hes- 
peridin glucoside), is claimed to be concerned in controlling 
fragility of capillary blood vessels, and to be needed as an 
adjunct to vitamin C in the cure of some symptoms 
associated with scurvy: this, however, is disputed. 


III. Vitamins Needed by Experimental Animals : 
Significance for Humans Uncertain 


Pyridoxin (adermin, vitamin B,.) prevents a deficiency 
disease in rats characterized by a florid symmetrical der- 
matitis of the extremities. Another sign in rats, as also in 
pigs, may be the occurrence of fits. Pyridoxin is thought 
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Nc 

to be concerned in the synthesis of fats from protein, and Bragg, North Carolina (1946), and R. burneti was ; Z 

perhaps in tryptophan metabolism. Biologically active In the winter of 1945 an epidemic of “ atypical] ve pa 

derivatives also include pyridoxal (concerned in tyrosine occurred among New Zealand and British oon eee al’ 

decarboxylation and possibly in biochemical transamina- Naples and Caserta area. Similar epidemics rs. eh 

tions) and pyridoxamine. Another derivative, pyridoxic British and American troops in the Mediterrananll among 16th 

acid, is described as a dietary factor for chicks. The need of operations. Detailed studies of some of theas a ‘heat eat 

of man for pyridoxin has been questioned: symptoms of have recently been reported by Robbins and cea - 

deficiency are, however, said to include cheilosis resembling (1946). In a British parachute regiment, probabl inte Oe 

- that seen in deficiency of riboflavin. Pyridoxin has recently in ‘Athens before being transferred to Italy, serological tag ah 


been used in the treatment of agranulocytosis. 
Pantothenic acid (formerly called “chicken pellagra 
factor” or “filtrate factor”) prevents a characteristic 
dermatitis in birds. It is needed also by dogs and pigs. 
Signs of deficiency in rats include growth failure, dermatitis, 
nose-bleeding, depilation about the nose, occurrence of a 
sticky exudate in the eyelids, and achromotrichia, together 
with adrenal lesions. It is also a growth factor for micro- 
organisms. Pantothenic acid is thought to be probably 
needed by humans, but its significance is still obscure. 
Inositol is identical with bios I, needed for growth of 
yeast and other micro-organisms. An _ experimental 
deficiency in rats or mice is said to cause alopecia. 
Deficiency in man is unknown, but inositol may possibly 
be a “secondary nutrient ”’—that is, it may stimulate the 


intestinal microflora to synthesize other nutrients essential | 


to the host. 

Para-aminobenzoic acid (or “ Paba”’) is a growth factor 
’ for various micro-organisms, and is said to prevent 
achromotrichia in some experimental species. It may be 
a “secondary nutrient” (see above) for man. Its special 
interest is that drugs of the sulphonamide type exert their 
bacteriostatic action by “ blocking” the bacterium’s supply 
of Paba. Conversely, Paba can negative the bacteriostatic 
action of the sulpha-drugs. Recent work suggests that large 
doses of Paba itself may exert an anti-infective action in 
animals in some circumstances. 


“Q” FEVER 
A SEROLOGICAL INVESTIGATION OF A GROUP OF 
CASES PREVIOUSLY REPORTED AS PRIMARY 
ATYPICAL PNEUMONIA 


BY 
J. E. CAUGHEY, M.D., M.R.C.P., F.R.A.C.P. 
Physician to the Auckland Hospital, New Zealand 
_ AND 
J. A. DUDGEON, M.C., M.D.* 


Derrick (1937) first described ““Q” fever in Australia, and 
the causative agent was isolated by injection of the blood 
and urine into guinea-pigs. Burnet and Freeman (1937) 
showed that the infective agent was a rickettsia, which 
was subsequently named Rickettsia burneti. In the winter 
of 1944 an epidemic of so-called primary atypical pneu- 
monia occurred among New Zealand troops in the Cassino 
area (Adams and Porteous, personal communication). 
Later in 1944 Turner (1945) recorded a similar epidemic 
of 280 cases from the Naples area. During the same year 
an outbreak of primary atypical pneumonia occurred among 
German troops in Greece, and was referred to by them as 
the “ Balkan grippe.” Dr. Caminopetros, at the Pasteur 
Institute in Greece, was able to establish the infection in 
guinea-pigs by injection of blood taken from cases in the 
early stdges of the infection. Subsequently, blood taken 
from these guinea-pigs was investigated at the laboratories 
of the Commission on Acute Respiratory Diseases at Fort 

*A member of the scientific staff of the National Institute for 


Medical Research, Hampstead, on, at the time of this 
investigation. 


later established the diagnosis of “Q” fever. . ' 
demics among U.S. troops in Northern Italy a. = wh 
investigated. R. burneti was isolated from the blood off sage 
some of these cases, and by serological tests it was demon. | positi 
strated that 75% of the cases of “ atypical pneumonia”; - 

the same area were in fact cases of “Q” fever. di 

In May, 1945, an epidemic of “ atypical PNeumonia"|were 
occurred in mid-Atlantic amongst a group of airmen y 
had recently been stationed at Grottaglie Air Base isfas ba: 
Southern Italy, in the Taranto area. These were fy the ir 
investigated when the airmen arrived at Camp Patritfof les 
Henry, Virginia (Feinstein et al., 1946). Epidemiologis tion ¢ 
and aetiological studies were made, and it was dem@iithe ¢ 
strated that the infective agent was the “ Balkan grippe“}ma jo! 
strain of R. burneti (Commission on Acute Respiraton 
Diseases, 1946). 

Clinically the epidemic of so-called primary atypic Th 
pneumonia recorded by Adams ef al. (1946) was ve ined 
similar to the cases recorded by Robbins and Rustigigh nd § 
(1946) and by Feinstein er al. (1946), in which the aetph, 
logical agent was established as R. burneti. On this accou 
it was decided to attempt to establish the infective agentigh, 
the New Zealand Hospital cases. 


Clinical Features 

For complete clinical details of the cases readers al, 
referred to the original report of Adams et al. (1946). : 
main clinical features may be summarized for the sake a 
completeness. 

The epidemic occurred between February and Api 
1945, and during this period 511 cases were reported in ti. 
Naples—Caserta area, 161 of which were treated at the 2 
N.Z. General Hospital. Of these, 50 consecutive cases wa 
studied in detail clinically and by serial pathological 
radiological investigations. 

In brief, the clinical picture was as follows. In momly 
cases there was a prodromal period of about six days. 
actual onset was abrupt in 96%, and severe headache 
malaise, lassitude, and anorexia were the most consta 
symptoms. Pyrexia from the onset averaged 8.6 days, 3 
over 103° F. (39.4° C.) in 70% of cases, and defervescens 
was by lysis in 86%. The pulse followed the tempera 
though it showed a tendency to a relative bradycardia. 
respiratory rate was little affected. Cough was presenti 
94%, but was not an outstanding feature ; it occurred abot 
the fifth day. Sputum was scanty and in 28% containe 
blood. Chest pains occurred in 46% of the cases, and j 
26% of these a pleural rub was detected. 

Physical Signs.—Severe toxaemia was a feature of sot 
and one-third showed generalized rhonchi on admissi 
but the most characteristic sign was a localized patch ¢ 
sticky persistent crepitations, which were heard on 
average on the sixth day from the onset of the ad 
symptoms. Usually there was enlargement of glands, a 
the spleen was palpable in 36% of cases. Scanty sm 
pink macules fading on pressure were observed on the che 
back, and flanks in the early stages in 34% of cases. 

Laboratory Investigations—The results of serial pat 
logical investigations can be summarized in brief. 
white cell count revealed a slight polymorphon 
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as j nse followed by a slight depression, which was maxi- isolated in Italy, The serum was slightly anticomplemen- 
leumonig® | mal at the end of the first week. Thereafter there wasarise tary, but in Dr. Topping’s opinion the anticomplementary 


Ratton orphs and lymphocytes, reaching a peak at the 
1D the day. Differential counts showed a slight 
AMOng selative lymphocytosis after the initial period. The blood 


Rustigig, 
ly infect the 
Four epi dowly. Using horse cells, a significant positive heterophil 
were sntibody reaction was found in 36% of the cases at some 
blood gfgage of the disease. All but three, which were weakly 
as demon positive, gave negative tests for cold agglutinins at all stages. 
Monia” jp) Radiological Investigations.—Postero-anterior and lateral 
sudies were made in all cases. The characteristic findings 
eumonia"fwere the localization of the lesion to one or more broncho- 
rmen y nary segments. The infiltration could be described 
+ Base jgfgs hazy mottled densities. These investigations also revealed 
vere the importance of the lateral studies for the demonstration 
P Patretfof lesions situated beyond the heart shadow or in that por- 
miologiaiftion of the lung situated behind the summit of the dome of 
iS demaithe diaphragm. Complete radiological resolution in the 
n grippeMmajority occurred within six weeks of the onset. 


espiraton 
Epidemiology 
y atypialf the possible route and sources of infection were exam- 
Was Veiiined in detail in some of the Northern Italian epidemics, 
Rustigigf. nd although no vectors such as ticks or fleas were incrimi- 
the aetinfnated it was found that the disease often made its appear- 
1S ACCOWMBance in units occupying farm billets and also where men 
© agentiniwere living in close proximity to animals such as cattle, 
rats,and pigeons. Various forms of insects were discovered 
Bip several of these billets, but it was thought that cases 
sobably occurred by inhalation infection arising from 
ihe dust and droppings. The complete absence of insect- 
bites in any of the cases and the uniform picture of pul- 
onary involvement suggested that the route of infection was 
ja the upper respiratory tract, such as probably occurred 
nd ‘pin the laboratory infection with the same agent (Robbins 
ted in tind Rustigian, 1946) and as is also seen in laboratory infec- 
t the ihions with other rickettsial diseases such as epidemic, 
ASS Wilimurine, and scrub typhus. It was also found that many of 
he civilian population in the area where these cases 
@occurred. showed a high level of antibody to “Q” fever, 
which suggests that the infection was endemic in the local 
nhabitants. 
“aac In the New Zealand Hospital cases most of the patients 
constiiame from a British infantry training depot where men 
Lays, Wiivere living in hutments and in which there was a rapid 
rvesceit@urnover of personnel. The staff of the hospital escaped 
iperatui@ightly. A strict isolation technique was carried out in the 
wards until the temperature had been normal for a week 
pe br until productive cough had ceased. The regimental aid- 
ed abou ost orderly, who treated men daily from the infantry train- 
ontaileing depot, and the hospital librarian, who visited the wards, 
s, and Moth contracted the disease, but no case to our knowledge 
becurred among the nurses and orderlies who were 
of som@ittending the patients. 


alin-cholesterol flocculation was insignificant early in 
disease but increased rapidly after convalescence had 


In m 


patch ¢ Serological Investigation 

a Of the 50 cases recorded by Adams et al. (1946), 47 were 
7 a au United Kingdom troops ; the remaining three occurred - 
n . ua New Zealand troops. As a test case, serum was taken 
dt rom one of the latter and a glycerinated specimen was 


orwarded by air from New Zealand in 1946 to Dr. Norman 
8. lopping, Assistant Director of Health of the Division of 
1 patl@infectious Diseases of the National Institute of Health at 
f. Tie hesda, Maryland. It was tested for complement fixa- 
onuchy °n against antigen prepared from a strain of R. burneti 


‘mentation rate was elevated for two to three weeks. — 


jeen established in the second week, thereafter falling 


activity had no real significance when compared with the 
titres against the antigen (Table I). : 


TaBLeE I.—Complement-fixation Titre with Italian “Q” Fever 


Strain 
1:8 | 1: 16- 1:32 | 1:64 | 1:128 | 1: 256 
N.Z. test serum 4 4 4 4 3 Trace 
Control serum 4 1 0 jo 0 0 


Subsequently one of us, with the assistance of the staff 
of A.M.D. 7 of the War Office, was able to collect sera from 
21 of the 47 British cases. These were forwarded to Dr. 
Topping. Nineteen of them arrived safely and on test gave 
a positive complement-fixation reaction to the Italian strain 
of “Q” fever (Table II). It will be seen that in some the 
titres are low, but it has to be remembered that the initial 
infection occurred almost two years before the date of 
testing the sera. a 


TABLE II.—Result of Complement-fixation Test for “‘Q” Fever 
(Italian Strain) 


No. of Serum Titre Result No. of Serum Titre Result 
1 1: 64 + 13 333 + 
2 1:32 + 14 1:32 + 
5 ey + 15 1: 64 + 
6 he + 16 1: 64 + 

+ 17 1:4 + 
8 1:4 + 18 1:32 + 
9 1: 64 + 19 1: 16 + 
10 1: 16 + 20 33 + 
11 1:8 + 21 - 
12 1: 16 + 22° 1: 128 + 


*Serum sent from New Zealand. 


Professor S. P. Bedson kindly tested these sera for anti- 
body to the virus of psittacosis. They were all uniformly 
negative. 

Hence, out of 20 cases checked, 19 gave a positive 
complement-fixation reaction to the Italian strain of “Q” 
fever, and it is reasonable to assume that the infective agent 
of these cases of “ primary atypical pneumonia” was the 
Italian strain of R. burneti. 


Summary 

An epidemic of “ primary atypical pneumonia,” previously 
recorded in the Brifish Medical Journal as having occurred in 
the Naples-Caserta area in 1945, has been further investigated 
serologically, and 19 out of 20 sera tested gave a positive 
complement-fixation reaction to an Italian strain of “Q” fever 
two years after the initial infection. It is probable that the 
epidemic of so-called primary atypical pneumonia was in fact 
“Q” fever caused by an Italian strain of R. burneti. 


We wish to thank Professor F. M. Burnet, Director of the Walter . 
and Eliza Hall Institute, Melbourne, and Dr. C. H. Andrewes, of the 
National Institute for Medical Research, London, who gave valuable 
advice in this investigation. We also wish to thank Dr. R. E. Dyer 
and Dr. N. H. Topping, of the National Institute of Health, 
Bethesda, Maryland, U.S.A., for carrying out the serological tests 
on these patients; also Brigadier J. S. K. Boyd, lately Director of 
Pathology at the War Office, and Lieutenant-Colonel P. Sayers, 
R.A.M.C., of the War Office, who arranged to trace these soldiers 
after demobilization. In addition we wish:to thank the many 
pathologists, too numerous to mention individually, who kindly 
helped to collect the serum from these cases. Finally, we have to 
thank Dr. W. E. Henley, with whom one of us has constantly 


consulted. 
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In 1942 on a series of 63 tuberculous patients Miller and 
Whittington (1942) introduced the estimation of the plasma 
viscosity as a clinical test. They showed that there was 
a close correlation between the clinical condition and the 
viscosity value. 

In the course of some 650 determinations which included 
non-tuberculous conditions the usefulness of the viscosity 
test was confirmed (Houston et al., 1945 ; Harkness et al., 
1946). These experiments also demonstrated the complex 
“ periodic ” relationship between the plasma viscosity and 
the maximum erythrocyte sedimentation rate (Whittington, 
1942), showing that if the viscosity is a reliable quantitative 
index of the clinical state then the E.S.R. is not. The con- 
clusion drawn from that series of experiments was that the 
viscosity is to be preferred to the E.S.R. as an index. 

While the only rheumatic condition in the series was a 
single case of rheumatic fever, Whittington (1946) suggested 
the application of the test in rheumatic diseases generally. 
It has recently been possible for us to apply the test in a 
series of patients suffering from all types of rheumatic con- 
ditions. In doing this we had as our objective the evalua- 
tion of the plasma viscosity test as an aid to the clinician 
in the handling of these rheumatic conditions. At this stage 
it may be said that the test has proved to be so useful that 
it is now included in the routine assessment of new patients 
and in following the progress of others in response to 
treatment. 

The establishment of new treatment centres and research 
units indicates that rheumatic disease is at present the sub- 
ject of considerable interest: this preliminary report is 
presented so that other workers in this field may consider 
including the plasma viscosity estimation among their 
laboratory methods. 


Technique and Material 
The technique of the method is discussed in the Technical 
Appendix (see p. 688). 
The tests were performed chiefly on patients attending the 
physiotherapy department of Sunderland Royal Infirmary. 


Table Showing Plasma Viscosity Findings in Various Conditions 


Plasma Viscosity* | Average} Avera Avera 


No. Packed | Wintro Tota 
Condition of Average|_ Cell E.S.R. | Plasma 
Tests | Usual Range of Volume {(mm./1 hr.)} Protein 
Series (%) (g.%) 
Normal .. a 43 | 1-700-1-950 | 1-853 42:9 — 7-15 
Fibrositis; myositis| 10 | 1-725~-1-950| 1-896 46:3 6-7 7:34 
Chronic hypertro- | 17 | 1-875-2-:075 | 1-921 44-1 8-5 731 
phic osteoarth- 
ritis 
arth- 
ual deform- 8 | 1-740-1-990 | 1-909 41-8 19-8 7-40 
y only 
Chronic 154 | 1-950-2-300 | 2-121 42-6 25-2 7:80 
Subacute | 22 | 2-300-2-550 | 2-512 40:8 36:1 8-50 
Acute .. ae 16 | 2-500-3-400 | 2-897 38-8 38-8 9-54 
* The viscosity is the kinematic viscosity measured at 20°C. and 
in terms of the ca tion of Viscometer V5 as centipoises per g. per 


ccm. or cm.2 per sec. x 107%. 


_ biochemist. 


In the past nine mont’s 320* tests were carried out on | 
of rheumatic disease, 200 being cases of rheumatoid the in 
ritis. In addition there were 43 normal controls, ia; rose 
cases a thorough general medical examination was made in 
exclude any other pathological process apart from i 
rheumatic condition. “pe 

The diagnosis is the final evaluation of the findings of, ‘SF 
team of investigators consisting of a physician, surges 
radiologist, clinical pathologist, physiotherapist, 


j0 


Results 


In the absence of an agreed scheme of classification whic 
would allow of statistical comparison we have grouped ow 
cases into the crude groups of (A) rheumatoid arthrgh 
(i) acute, (ii) subacute, (iii) chronic, (iv) residual deforma, 
only ; (B) chronic hypertrophic osteoarthritis ; (C) fibrogighecosi 
and myositis. (Our results for Still’s disease, rheumssham.; 
fever, etc., have been omitted from the accompanying 7, 
and from the discussion.) 

We give a few representative cases in detail 
outlining our findings for the series as a whole in & 
following general terms (see also Table): 


(a) In the early stages of rheumatoid arthritis the plag 
viscosity value may still be within range of normalip 
normal values may be obtained in cases which } 
responded to therapy. 

(b) Progress of the disease processes is usually accog?” 
panied by an increase in viscosity, improvement by 
decrease ; the rate of change in viscosity parallels the rate@ 
change in the clinical condition. : 

(c) In chronic conditions there may be no change in'tit 
viscosity for several months, although the E.S.R. sh 
large variations. 

(d) There is good correlation between the plasma viscc 
value and the clinical picture in rheumatoid arthritis. 

(e) The viscosity values for acute, subacute, and chrom. 
rheumatoid arthritis tend to fall, on an average, into ¢ 
tinct zones of the viscosity range (see Table). 

(f) Cases of chronic hypertrophic osteoarthritis ha 
viscosity values in the upper range of normality and 
lower part of the abnormal range (see Table). 

(g) In fibrositis and myositis the viscosity is within nom 
limits. 

(h) Our results appear to confirm that the viscosity isfy, 
more reliable index of clinical condition than the E.S.R. Bscosi 


Case Histories 


Case 1: Chronic Rheumatoid Arthritis—Female aged 
Eight years’ history of pain and swelling of both knees and 
proximal interphalangeal joints of the fingers, and pain 
limitation of movement of shoulders. Both knee-joints ¥ 
active, with effusion and increased heat. There was gf 
limitation of movement of the right shoulder. Medical examine 
tion revealed no other pathology. Skiagrams of the invol 
joints showed an atrophic arthritis and those of the chest 4 
sinuses were negative. A catheter specimen of urine was 1 
tive on culture. Haemoglobin, 82% ; W.B.C., 9,600 per c.mn 
Wintrobe E.S.R., 2 mm. in first hour; P.C.V., 45.7% ; 10 
protein, 7.81 g.% ; plasma viscosity, 2.045. 


Case 2: Chronic Rheymatoid Arthritis.—Female aged 
In 1944 she had pain and swelling of the right elbow-joint 
the proximal interphalangeal joints of fingers which lasted for 
weeks and subsided after a course of physical therapy. 
November, 1946, she had another attack of pain and swelling 
the interphalangeal joints of the fingers, right elbow, 
shoulder-joint. Examination revealed typical fusiform swell, 


* The number of cases has now reached 450 without any allt 
tion of the opinions expressed. 
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ut On langeal joints of the fingers, with wasting of the 


‘atoid the elbow-joint was swollen, and movement was 
ols. Ing put full. There was limitation of external rotation and 
of the right shoulder-joint. Skiagrams of the involved 


; from ae ical atrophic arthritis. No focus of infection 
shoves 88% ; W.B.C., 7,600 per c.mm.; Wintrobe 
adings of, ee. 6 mm. in first hour; P.C.V., 44.8% ; total plasma pro- 
. 185 g.% ; plasma viscosity, 2.034. 
3: Chronic Rheumatoid Arthritis——Male aged 43. 
condition very poor. Pain, swelling, and deformity 
‘small joints of hands ; swelling and increased local heat in 
nt knee-joint ; progressive loss of weight and secondary 
emia. Radiography of chest and sinuses was negative. No 


theumashmm. ; E.S.R., 12 mm. in first hour ; P.C.V., 43% ; total plasma 


ying T; 

Case 4: Chronic Rheumatoid Arthritis—Female aged 32. 
tail whubin and fusiform swelling of proximal interphalangeal joints 
ole in gpefingers ; both wrists ankylosed ; pain and limitation of move- 
nt of right shoulder. The patient had been losing weight 
idly and said the pain was getting worse. Skiagrams of the 
the plasmbyolved joints showed a typical atrophic arthritis. No focus 
10rmalityf infection was found on routine medical examination. Clini- 
hich haslly the disease was active, and this finding was supported by 
Wintrobe E.S.R. of 35 mm., total plasma protein amounting 
Ly acengf 81 8- %, and a plasma viscosity of 2.095. Four months later, 
“Y accom er a period of complete rest in bed, a course of physical 
rent by hrapy, and 0.12 g. of “myocrisin” in weekly injections of 
the rate 01 g., the patient had put on weight, the pain in the joints had 
reatly diminished, and there was increased movement in the 
nge in tighoulder. The plasma viscosity had now fallen to 1.935, with 
R. show otal protein of 7.8 g.%. The E.S.R. was still 40 mm. 


Case 5: Chronic Rheumatoid Arthritis—Female aged 58. 

2 Viscogimwelve years’ history of pain and stiffness in joints. The patient 

ritis, | gow had flexion deformities of both knee-joints and was unable 

d da p walk. She no longer had pain in the joints. Clinically the 

OC CArOMscase had died out, leaving residual deformities. E.S.R., 20 mm. 

Into di first hour ; P.C.V., 44.0% ; total plasma protein, 7.6 g.% ; 
lasma viscosity, 1.995. 


Case 6: Subacute Rheumatoid Arthritis—Female aged 35, 
’ and fiec. 9, 1946: General condition very poor ; signs of activity 
small joints of fingers, in knees, and in shoulders. Skiagrams 
joints revealed an atrophic arthritis ; no focus of infection 
buld be found on routine medical examination. Hb., 65% ; 
/B.C., 10,600 per c.mm.; Wintrobe E.S.R., 39 mm. in first 
bur; P.C.V., 39.0% ; total plasma protein, 8.5 g.% ; plasma 
scosity, 2.199. Jan. 21, 1947: After five weeks of treatment, 
hich included three weeks’ rest in bed with physical therapy 
nd five weekly injections of 0.01 g. of myocrisin, the E.S.R. 
as 40 mm.; the P.C.V. 40.5% ; the total plasma protein 
8 g.% ; and the plasma viscosity 2.210. On April 30 the con- 
tien was still active and there was marked pain in knees and 
pain oulders. E.S.R., 49 mm.; total plasma protein, 8.9 g.% : 
ints wemasma viscosity, 2.259. The myocrisin was stopped after a total 
vas gr 0.12 8. On May 19 the pain was subsiding and in the joints 
examine condition was less active. E.S.R., 40 mm. ; total plasma pro- 
involwmin, 8.9 g.%; plasma viscosity, 2.250. Here the plasma 


in nom 


Osity ig 


aged 


s and 


hest amscosity increased gradually just as the clinical condition 

vas negppteriorated. The E.S.R. showed similar changes, but this find- 

r c.mmgee Was exceptional. 

% Case 7: Chronic Osteoarthritis (Hypertrophic).—Male aged 
. Complained of pain in both knees ; no effusion ; marked 

aged pitus in the joints ; full but painful movement. Skiagrams 

a owed the changes typical of chronic hypertrophic osteo- 


hritis. E.S.R., 8 mm. in first hour ; P.C.V., 44.4% : total 
apy. @asma protein, 7.20 g.% ; plasma viscosity, 1.979 ai 
elling 
ow, 
swelli 


Case 8: Chronic Osteoarthritis (Hy pertrophic).—Male aged 
. In 1938 he Sustained a fracture of the upper third of the 
pht tibia involving the knee-joint. Now complaining of aching 
in in the joint. No effusion ; marked Periarticular thickening ; 


ly all 
Pitus present ; movement full, but painful on full flexion : 


gross wasting of quadriceps muscle. Skiagrams showed chrenic 
hypertrophic arthritis. E.S.R., 6 mm. in first hour ; PION., 
45.0% ; total plasma protein, 7.40 g.% ; plasma viscosity, 1.920. 


Case 9: Acute Fibrositis—Female aged 32. Trapezius 


muscle very tender and painful, with tender nodules present. 


Skiagrams of cervical and thoracic spine negative. Responded 
to five treatments with infra-red radiation. E.S.R., 10 mm. in 
first hour; P.C.V., 44.6% ; total plasma protein, 7.8 g.% ; 
plasma viscosity, 1.820. ; 

Case 10: Atrophic Spondylitis—Male aged 34. Com- 
plained of low back pain for several years. There was tender- 
ness over both sacro-iliac joints and marked rigidity of the 
lumbar spine. Skiagrams showed an atrophic spondylitis. 
E.S.R., 15 mm. in first hour; total plasma protein, 8.0 g.% ; 
plasma viscosity, 2.184. 


Discussion 

The plasma viscosity test is non-specific. It depends 
entirely upon the plasma proteins, ultra-filtrate experiments 
having shown the effect of variations in the non-protein 
constituents to be negligible. 

With regard to solutions of the purified protein fractions, 
in equal concentrations the large molecules of fibrinogen 
have a proportionately greater effect on the viscosity than 
those of globulin, and the globulin in turn has a greater 
effect than the albumin. On the other hand, the three 
purified fractions appear to affect the. specific gravity 
equally (Nugent and Towle, 1934). Thus a dual test 
consisting of plasma viscosity and plasma specific gravity 
frequently suggests which fraction, if any, is markedly in- 
creased. Accurate quantitative results cannot, of course, 
be inferred, for we are now dealing with the highly complex 
molecular interrelation of native plasma protein (Harkness 
and Whittington, 1947a), and at present there is no exact 
knowledge of the physical effects in these circumstances. 

While it is not definitely known, it is believed that the 
liver is the organ which is chiefly responsible for these 
changes in the plasma proteins—i.e., the plasma viscosity 
test is a measure of a change in a liver function. The plasma 
viscosity is a measure of the change in plasma protein which 
occurs as part of a general systemic reaction to the disease 
processes in the body: the changes in the joints and soft 
tissues in rheumatoid arthritis are roughly paralleled by the 
plasma viscosity changes, indicating that there is a similar 
parallel systemic upset. We therefore arrive at the conclu- 
sion of earlier workers that rheumatoid arthritis is a disease 
of the whole organism and not merely an affection of the 
joints. 

In striking contrast are the findings in osteoarthritis, 
where marked changes may occur in a joint without alter- 
ing the plasma viscosity. Osteoarthritis would thus appear 
to be a local affection which produces little or no systemic 
reaction. 

As results accumulated, the manner in which similar types 
of cases gave comparable viscosity results became striking. 
An apparent paradox arose with a typical osteoarthritis 
case whose plasma viscosity was 2.535, which was far 
higher than the expected value (see Table). Clinical re- 
assessment led to the discovery of an early apical tuber- 
culous focus. The necessity of eliminating other possible 
known causes of disturbance in this non-specific test is 
obvious. 

The variation of serial results in individual cases has 
proved very useful in estimating progress, and it has been 
the means of detecting flare-up in chronic conditions. Par- 
ticularly in the serial tests, the viscosity test is more reliable 
than the E.S.R. 

The plasma viscosity test, on the basis of these first 320 
results, would appear to be a promising method of investiga- 
tion in rheumatic diseases. When further results are 


' 
| : 
vi Whitt. of infection or any other pathological condition was dis- 
‘Ouped oy ed on medical examination. Feb. 23, 1947: Hb., 75% ; a 
d arthrig B.C. 10,600 per c.mm.; Wintrobe E.S.R., 5 mm. in first : 
deformigh P.C.V., 41% total plasma protein, 8.13 g.% ; plasma 
>) fibrosideencitv, 2.270. March 25, 1947: Hb., 80% ; W.B.C., 8,500 per ser 
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obtained and when serial testing has been carried out for 
longer periods a more critical evaluation of the method will 
be possible. 


Summary 


The plasma viscosity has been estimated in 320 tests in cases 
of rheumatic disease and in 43 tests in normal controls. The 
results of these have been considered generally and some repre- 
sentative cases have been presented in detail. 

The plasma viscosity increases with progressive disease in 
rheumatoid arthritis and decreases with improvement; the 
increase is roughly proportional to the severity of the disease 
process ; on the whole, the viscosity values for acute, subacute, 
and chronic conditions tend to fall into distinct zones of the 
viscosity range. 

In osteoarthritis the plasma viscosity values tend towards 
high normal and low abnormal zones.. 

Ph ng of fibrositis and myositis present normal viscosity 
ues. 

The general nature of rheumatoid arthritis as contrasted with 
the local nature of osteoarthritis is discussed. 


We wish to thank Dr. Paige Arnold, Dr. H. A. Cookson, 
Dr. A. A. McIntosh Nicol, and Mr. W. Grant Waugh for their 
assistance in the clinical assessment of the cases of rheumatic disease. 


TECHNICAL APPENDIX 


In the estimation of the kinematic viscosity of plasma 
it is essential that the viscometer be accurate (at least to 
the second place of decimals) and that the viscometer he 
calibrated for’ colloidal solutions. The high degree of 
accuracy is necessary because changes of the order of 
0.01-0.02 centipoise are clinically significant in the lower 
range of viscosity values. 

Viscometers which measure viscosity by comparison of 
the time taken by fluids to flow through a capillary will give 
identical results for monophasic liquids such as water or 
benzene: with colloidal solutions such as plasma proteins, 
however, each instrument will give its own characteristic 
value, depending upon the “ shear ” of the capillary. In the 
range of viscosity usually measured in plasma viscosity tests 
two similar instruments may give results on the same plasma 
which differ by 0.3 centipoise. 

Thus if the significance of viscosity values is to be general 
and not localized to individual hospitals some method of 
correlating instruments is necessary. Such correlation has 
been made successfully (a) by simultaneous estimation of 
the viscosity of a few plasmas in several instruments, (b) by 
the comparison of characteristic points of the individual 
periodic relationships between the plasma viscosity and the. 
maximum E.S.R., as described in detail previously (Houston 
et al., 1945), and (c) by comparison of the viscosity/concen- 
tration line for a solution of a pure protein with the sucrose 
viscosity/concentration line (Harkness and Whittington, 
1947c). Methods (a) and (b) have proved satisfactory for 
the small number of instruments at present in use, but 
method (c) will be necessary if this test is used more 
widely. 

All estimations here were made at 20° C. in a Whittington- 
type viscometer (V6). The results are expressed in terms, 
of instrument V5, the viscometer to which all our instru- 
ments are correlated. This modification of the Ostwald 
viscometer requires only 0.7 ml. fluid and has an experi- 
mental error of about 0.2% only. The details of the con- 
struction, calibration, and use of this viscometer have been 
given previously (Houston ef al., 1945). 

In our original technique sodium citrate solution was 
used as the anticoagulant, but in the present series it was 
more convenient to use the potassium and ammonium 
oxalate mixture of Heller and Paul (1934). This produces 
no effect on the ratio of cells to plasma as measured by the 


handled daily as with the original method. Owin to ¢ 


haematocrit. This anticoagulant was later recoaill cAS 
for E.S.R. estimations (Wintrobe and Landsberg 1935) 

for the estimation of the plasma specific gravity Ph 
et al., 1945). With this solid anticoagulant fewer laboran’ 
manipulations are required and twice as many tests call ‘ flonora 


diluting effect of the anticoagulant solution the slenall e eratode 
cosities of citrate plasma are all much lower than the quill @° 
responding viscosities of oxalate plasmas.  Wiae 


Quarter-ounce (7-ml.) capped bottles are prepared { 
5 ml. of blood by evaporating in an incubator 0.2 mi, of 
solution containing 2% potassium oxalate and 3% amm 
nium oxalate. To such a tube is added 5 ml. (+0.5 ml), 
venous blood, drawn without stasis. The contents are mix. 
by gentle rocking so as to avoid the formation of froth, ya gun 
the laboratory this blood is centrifuged in a graduated i 
for half an hour at 3,000 r.p.m. The viscosity estimagig 
on this plasma can be delayed up to about: four he 
without error. 


(a) Haematocrit: Packed Cell Volume (P.C.V.).—While ie 
packing in the wide tube is not maximal an approximate pacha 
cell volume can be calculated from the levels in the grady 
centrifuge tube. In dealing with large numbers of tests it 
found that the above standardized conditions allowed satisfacy 
comparison of serial results in the individual cases. 


(b) Plasma Viscosity.—About 1 ml. of plasma is pipetted am 
and the viscosity estimation completed. This plasma cag 
recovered for further chemical tests. hi 


(c) Total Plasma Protein—This is estimated by the comm 
sulphate specific gravity method of Phillips et al. (1945), id 
the total blood volume as measured in the centrifuge tubag 
concentration of the anticoagulant can be calculated! 
allowed for. The plasma protein results so obtained were™ 
sidered only in the full realization of the possible gross em 
of the method, as we have reported elsewhere (Harkness, 1940. 1.—P 
Harkness and Whittington, 1947b). some of 
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Reading a paper on ‘“ Smoke and the Public Health” a 16. 2.— 


Annual Conference of the National Smoke Abatement Society 
at Edinburgh on Oct. 1-4, Sir Alexander Macgregor said ny of 
further progress towards a cleaner atmosphere might be expecte negative 
a result of the increasing application of fuel efficiency methods 

industry and in housing. In 1938, 232 tons of smoke were pre Hand 
tated upon Glasgow as compared with 5 tons at Loch Katrine, @§ome fil 
the figure for Glasgow was half of what it had been 30 years Mlimited 
In England as much as 500 tons and even 1,000 tons in ONn€ Piya, no 


had been recorded as falling on towns. People who worke ut nd the 
a smoke screen suffered in two main ways: (a) the direct ill ef ne lesi 
of breathing smoke-laden air, and (6) the effects of being dep age 


of sunshine. Smoke had been held to account for some pa 
least of the higher mortality rates of children under 5 years figpuncta 
pneumonia and bronchitis in the Midland industrial area. group \ 
drew attention particularly to the screening off of ultra-violet Mikeratos; 
by smoke palis, and the necessity for offsetting this effect by ad 
vitamin D to children’s food. 
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CASE OF KERATODERMIA PUNCTATA 
BY 


BENTLEY PHILLIPS, M.D. 
imorary Dermatologist, Sutton and Cheam General Hospital 

i ta is a very rare disease. The follow- 
isma example of ‘t and fulfils the criteria for 
iE osis postulated by Sweitzer (1923), who stated that 
he true keratoderma punctatum should not, show a 
eralized hyperkeratosis or any erythema at the edges 
the lesions.” Cleveland White (1930) had a similar case 
oe ted by chiropody for twelve years without improvement. 
mi. oftfy patient had been treated by a chiropodist for two 
ammemonths without success. 


— Case Report 
roth, ) A gunner aged 32 was admitted to a general hospital in 


‘A with a provisional diagnosis. of “ 2 multiple verrucae of 
nds.” After examination and investigation keratodermia 
| ata was diagnosed. The patient had had no previous 
illnesses or skin 
disease, and had 
always been 
healthy. He was 
a farmer in civil 
life and had had 
four years’ ser- 
vice as an in- 
fantryman before 
joining the artil- 
lery. The family 
history was com- 
pletely negative. 
Three months 
before admission 
he noticed small 
hard “lumps” 
developing in the 
creases of his 
palms and on the 
inner borders of 
his feet. There 
was slight pain 
on walking and 
on pressure, and 
the lesions were 
described by the 
patient as “ plugs 
which remained 


g. 1—Photograph showing crateriform pits, 
some of which are filled with horny plugs. 


then dropped out, 
and new plugs de- 
veloped.” There 
was no history of 
his having taken 
arsenic or any 
other drug. He 
was of good phy- 
sique, and no- 
” at 16. 2.—Enlarged photograph of actual lesions. thing abnormal 
iety was discovered in 

ty of the systems. The urine was normal; the Kahn test 
‘hod hegative. The general skin condition was normal. 


; prea Hands.—Multiple smalt crateriform pits, some empty and 
"ine, @ome filled with greyish-black horny plugs, were found, entirely 
oy imited to the creases of the palms. Generalized hyperkeratosis 
od um’?s NOt present. Each lesion was surrounded by normal skin 
1 efmend there was no erythema. On the left hand the majority of 
depen lesions were situated in the two distal creases. There were 
. patewer lesions on the right hand, and a number of grouped 
ars fi@puncta were situated at the inner end of the distal crease. This 
€a. up was removed for a biopsy and the report stated: “ Hyper- 


eratosis only. No inflammatory changes present.” 


for about a week, 


_ Feet.—A few grouped lesions were found on the inner borders 
of the soles of the feet.. The skin apart from these lesions was 
normal. There was no hyperkeratosis, clavus, or other ° 
abnormality. 


Fic. 3.—Photomicrograph of one of the lesions, showing 
hyperkeratosis only. 


The patient was treated with a keratolytic application—ung. 
acid. salicyl., 15%, applied thrice daily—with some improve- 
ment. He was returned to duty as there was little or no 
disability. 

My thanks are due to Colonel H. J. G. Wells for permission to 
ye this paper, and to Lieutenant-Colonels F. F. Hellier and 


Mitchell-Heggs; O.B.E., for their interest and observations 
on the case. 
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VITAMIN K FOR THE RELIEF OF 
CHILBLAINS 


BY 
D. P. WHEATLEY, M.B., M.R.C.S. 


Chilblains consist of a reaction to cold in susceptible persons. 
The predisposing factors in such people are assumed to be 
defective peripheral circulation, with increased permeability 
of the vessel walls and diminished coagulability of the 
blood. Such is the description given by MacKenna (1937). It 
would seem logical, therefore, to treat such a condition with 
a substance which will correct these abnormalities. In. 
vitamin K we have such a substance, for in avitaminosis K 
the same abnormalities are present and are corrected by 
the administration of the vitamin. 

Stewart and Rourke (1939) showed that hypoprothrom- 
binaemia results from lack of vitamin K and that the 
prothrombin level in such cases could be restored to normal 
by the vitamin. Scarborough and Macfarlane (1942) 
pointed out that hypoprothrombinaemia gave rise to a 
delayed coagulation time, and concluded that a capillary 
defect might also be present in that condition. A some- 
what similar state of affairs occurs in the allergic mani- 
festation known as urticaria. Black (1945) studied the 
prothrombin level in a number of cases of chronic urticaria 
and found it diminished in 65%. He also found that the 
condition could be relieved by vitamin K therapy, the most 
marked improvement, in fact, occurring in those cases with 
lowered prothrombin level. 

On these considerations is based the following small series 
of cases. Unfortunately, it was not possible to estimate 
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the prothrombin times in these cases ; and the results are 
based on clinical observations alone. The prolonged spell 
of severe weather last winter afforded a unique opportunity 
for assessing the efficacy of the treatment. A commercial 
preparation of acetomenaphthone, synthetic vitamin K, was 
used throughout. 

Case Reports 

Case 1—A man aged 37 had suffered from chilblains ever 
since he could remember. He was engaged on outdoor work, 
which aggravated them. He had tried numerous remedies, 
including calcium in various forms, a variety of ointments, and 
a full course of concentrated vitamin D injections, without 
effect. All his fingers and toes were swollen and dusky red, with 
signs of ulceration on several of the toes. He was given a single. 
intramuscular injection of 5 mg. of acetomenaphthone. When 
seen one week later he was ecstatic, saying that for the first time 
he had obtained relief from his symptoms. His fingers were 
normal, and the toes showed only a slight residual swelling. A 
course of 10 mg. orally twice daily was instituted. By the end 
of a further week all trace of chilblains had disappeared. He 
was not seen again for two months, when he came up volun- 
tarily to express his admiration of the treatment. During this 
time he. had received no further vitamin K and had continued 
with his outdoor work. The chilblains had not recurred, and 
on examination there was no sign of any. The only symptom 
was a slight tingling in the toes of a few days’ duration ; this 
rapidly disappeared with a further course of the drug. 

Case 2.—A Continental married woman refugee aged 30 had 
never had chilblains before coming to England. Now she has 
them all the year through, in a state of continual ulceration. 
She had tried all the usual treatments—calcium, vitamin D by 
mouth and injection, and injection of concentrated vitamin D, 
etc.—with no effect. All her fingers were grossly swollen, 
reddened, and ulcerated at most of the joints. She was given 
5 mg. of synthetic vitamin K by intramuscular injection. Eight 
hours later the swellings had greatly subsided, although the 
ulcerations remained unaffected. Unfortunately the injection 
caused a great deal of pain, and she declined to have more. 
Instead, a course of 20 mg. orally twice daily was instituted. 
The patient was seen two weeks later, when there was some 
duskiness of the fingers and slight ulceration. The swellings, 
however, had completely subsided and the remaining ulceration 
was far less than it had been. In addition, there was now no 
irritation. A month later, however, during which time she had 
continued treatment, the fingers had again ulcerated and were 
again irritable ; this coincided with the severe weather con- 
ditions. Nevertheless, the lesions were not nearly so bad as 
they had been at first, when the weather had not been par- . 
ticularly cold. 

Case 3—A married woman aged 28 had for the last seven 
years suffered from chilblains on her toes each winter. Last 
winter they had come on with: particular severity and had 
invaded her heels and even the backs of her legs. They were 
present most of that season, with acute exacerbations during 
cold spells. When seen she was undergoing one of these 
exacerbations, and the back of the lower half of each leg was 
covered with several large, raised, reddened chilblains. They 
were not ulcerated, but were giving rise to intense irritation. 
She was given 20 mg. of acetomenaphthone thrice daily ; the 
first dose was taken in the morning, and by the evening the 
irritation had ceased. Previously this had been constantly 
present. She was seen four days later, during which time there 
had been no irritation, and she was highly delighted with the 
result. The chilblains on her legs were still present, although 
there was a definite diminution in redness and swelling. Treat- 
ment was continued, and for a week she was free of symptoms. 
Then, however, the severe cold set in and the irritation started 
again, although there was no swelling, only dusky bluish patches 
in the skin. She was advised to continue with the treatment in 
spite of this setback. Unfortunately, she failed to attend again, 
and so further results were not known. ; 

Case 4.—Personal observations. In this case mild chilblains 
occur in cold weather only. They never ulcerate, but give rise 
to intense irritation, most pronounced on going from a told 
atmosphere to a warm one. They always clear up with milder 
weather. The patient, being somewhat averse to intramuscular 


injections, had an oral course of 20 mg. of itamin a_i 
After five days of this the chilblains had disappears Silly ex 
fortunately this test coincided with a change in the tals. 
it was not conclusive. Soon afterwards, however prs the, ra int 
again became very cold, and this spell lasted for pa neat th 
and so it was possible to make more conclusive observa goer . 
To begin with, 20 mg. were taken twice daily before #. ay” the 
blains had had time to develop. This did not P © the died irr 
appearance, but their onset occurred much more 
with much less irritation than before. After five days a 
were increased to thrice daily, and after a further fiy, hn 
irritation had ceased and the swellings had alniedt on 
The doses were decreased to twice daily as before, 
further trouble was experienced for three weeks At a 
of this time the irritation restarted, so doses were a ang 
thrice daily and the symptoms cleared in a few daya " 
tenance dose of 10 mg. daily proved insufficient to prev Palen 
recurrence of symptoms within a few days. Again CO tht nec 
cured by the larger doses, which were continued for the rer Ii! 
the cold weather—about five weeks, during which tind 
further symptoms were encountered. ’ 

Case 5—-A married woman aged 21 had jotram 
severe chilblains on her toes and heels last tag fort 
time. These cleared up after a few days’ treatment with vit 
K — mg. twice daily) and did not recur on cessation of i 
ment. 

Case 6.—A woman aged 21 had had chilblains on her 
and heels every winter for the past four years. They were ie 
moderate severity, but gave rise to such intense irritationt 
she dared not go very close to a fire for fear of aggravat 
them. She was sceptical that any treatment could give ; Sc 
but, to her surprise, after one week of vitamin K (20 mg. ty 
daily) her symptoms were greatly relieved and the swelling 
much reduced. Treatment was continued, but the patient si 
to keep any further appointments. 

‘ Case 7.—A French girl aged 19 had suffered from chilbhj 
since coming to this country several months previously. Shehd.. 
never had them before, and ascribed them to her inadegal 
diet during the German occupation. Her fingers were affes 
and were much swollen, but her toes were free. After 7 | 
week’s treatment (20 mg. twice daily) there was little impn 
ment. For the second week bile salts were administered yj 
the vitamin K, and there was now some improvement, the gydLate Se 
ings being smaller and bluer. There was, however, no furl 
improvement at the end of a third week, although she conside 


her symptoms to be somewhat better. The fo 


; Case 8.—A man aged 46 occasionally suffered from chilk 

in the winter. When seen he had moderate chilblains, toge 
with infected corns, on his toes only. He was given 20 mg 
vitamin K twice daily and his chilblains disappeared in three 
four days and did not recur, although he took only one weg 
course of the treatment. ism, as 


Discussion 

In this small series of cases the administration of vitar 
K would definitely seem to “have exerted a favoura 
influence on the condition known as chilblains. The dos *£ 
appears to vary from individual to individual, and is 
related to the severity of the condition. On an averag 
dose of 20 mg. twice daily was found most generally usef 
Again, in some cases a short course of treatment 
sufficient to give protection for a long period, whereas 
others it was necessary to continue the dosage to p 
recurrence of the lesions. 

Howell (1941) suggested that prothrombin and fibrino 
might be constantly formed and consumed in the bl 
the result being the formation of fibrin, which in some’ 
might provide nourishment or protection for the cells toh 
the capillary walls. It was on this assumption that the W " 
on urticaria was done. 

Might it not be that in chilblains there is a similar 
pairment of this mechanism, with resultant damage to 
capillary walls—the cause in this case being cold ral 
than allergic stimulus? The individual susceptibility mi 
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mn K i aplained by 2 mild hypovitaminosis-K in certain indi- 
end Lozner (1939) showed that this hypo- 
bi. the, uals ‘< could in fact occur in adults owing to causes 
ral aan + than liver disease. In any case it would seem worth 
DServatin to giving vitamin K a further trial in this widespread 


re the dal. irritating condition. 

CVENt the 

slowly F 
8 the do nt of eight cases of chilblains, ranging from the 


tme: 
Ve days se impanifestation to severe and ulcerated forms, is described. 


t subsig was complete alleviation of symptoms and signs, 
e, and al” een in Case 1 being exceptionally good. In the 


At the g four there was an improvement. Two of these patients 
eain tha, ulted before treatment was completed, so the final result 
- A mile. not known. In the remaining two there was improvement, 
revent f a ially of the actual chilblains, although the perniotic con- 


Meion of the digits remained ; and in one there was a recru- 
the retde cence of symptoms in spite of continued treatment. 
* lime 4s regards the mode of administration it was considered that 
-teamuscular injections were superior to-the oral route. They 
we. however, accompanied by considerable pain, so they had 
Wo be abandoned, as the patients were not prepared to put up 
ith this for the possible cure of their relatively minor ailment. 
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chiltaid. CALCIUM DEPOSITS IN THE IRIS 
Ste A CASE OF SECONDARY 
HYPERPARATHYROIDISM 


BY 


C. PONIEDEL, M.B., Ch.B. 
Late Senior Physician, Ministry of Pensions Childwall Hospital, 
Liverpool 


The following case is of interest for two reasons: (a) a 
teview of the literature does not reveal any previous refer- 
tilmence to such deposits in these cases ; (b) renal calculi and 
metastatic calcification were absent from the kidneys. 

aq Oliver (1939) refers to three cases of hyperparathyroid- 
‘Fis, as follows. (i) Dawson and Struthers (1923). A man 
aged 49 with a long history of multiple fractures, ending in 
yncope and death ; necropsy showed a parathyroid tumour, 
of vessels (heart, lungs, kidney, liver, spleen). 
mi) Lowenburg and Ginsberg (1932) describe the case of a 
e dosi0Y aged 5 who received an overdose of parathormone, 
dig / units daily for 6 days, with resultant vomiting and list- 
yaessness after two days, followed by mental depression and 
dmuigh fever. Blood examination on the sixth day showed 
sum calcium 19.6 and blood phosphorus 4.4 mg. per 
10 ml. On withdrawal of the drug the patient became 
normal. (iii) Hanes (1939) mentions a woman aged 49 who 
complained of weakness, pains in the legs, and loss of 
weight. Previous radiography of the kidneys, when in hos- 
pital for pyelitis, had shown diffuse fine mottling. Serum 
calcium was 12 mg. per 100 ml. and renal functions were 
markedly impaired. Five years later, on final admission 
to hospital, she had a tumour of the lower pole of the 
thyroid. Blood calcium was 20 mg., phosphorus 4.7 mg., 
phosphates 23 mg., and non-protein nitrogen 58 mg. per 
100 ml. Skiagrams showed metastatic calcification in the 
kidneys and decalcification of bones. The patient became 
um Weak, depressed, and febrile, and she soon died. Necropsy 
showed a necrotic partly calcified parathyroid tumour. 


Moore (1943) states that calcification had been reported in 
many organs in hyperparathyroidism, but not in bone- 
marrow. He mentions calcification in kidney, stomach, 
heart, liver, and marrow found in experiments on animals. 
Werner (1942) describes metastatic deposits in the kidney, 
and says they can occur in other organs and tissues (none 
mentioned specifically). He also quotes Allbright, Baird, 
Cope, and Bloomberg for renal calculi ; and Dawson and 
Struthers as finding calcium infiltration in practically every 
organ of the body. Jaffe (1940) states that secondary para- 
thyroid hyperplasia is found more regularly in connexion 


with chronic renal insufficiency than in any other condition, 


and that the hyperfunction becomes severe enough to induce 
pronounced skeletal and other tissue changes, the chief 
lesions being skeletal and renal (calculi). Nephrosclerosis 
is less common. Severe renal insufficiency is followed by 
calcification in soft parts (subcutaneous tissues and arteries). 


Case History 


The patient had a history of having been taken ill in October, — 
1944, while serving in the East. At that time he complained of - 


loss of weight, loss of appetite, frequency of micturition, and 
looseness of the teeth. He was admitted to hospital, where the 
urine was found to be of low specific gravity and to contain 
albumin and hyaline and granular casts. Skiagrams of the 
kidneys, after intravenous “ uroselectan,” failed to reveal the 
outline of any renal: tissue. The blood urea was 140 mg. per 
+00 ml. 

In November, 1944} he became drowsy and the skin dry. At 
this period he developed a left-sided Bell’s palsy ; and the ear- 
drums were found to contain chalky deposits. Soon afterwards 
vision became blurred, and examination revealed a chalky 
deposit in the anterior chamber of the. right eye and retina— 


. choroidal atrophy. By this time the rough skin showed nodu- 


larity, which appeared to be due to chalk-like deposits. Blood 
examination revealed a serum calcium of 17 mg. and inorganic 
phosphorus of 4.3 mg. per 100 ml.; the phosphate index was 
normal. Radiology of the long bones showed widespread 
osteoporosis. 

By February, 1945, the serum phosphate was 22 units (normal 
3-13), and a diagnosis of hyperparathyroidism was made. Blood 
calcium and blood urea could be controlled temporarily by 
reducing intake of phosphates. The blood calcium fell to 11 mg. 
and the blood urea to 82 mg. per 100 ml., only to rise again in 
two weeks. Primary hyperparathyroidism was considered. to 
be the diagnosis. 

In June, 1945, the urine volume was 34 pints (2 litres) daily, 
S.G. 1012 or less. Urea clearance was 30% of notmal, and the 
blood urea 80 mg. per 100 ml. X-ray investigation showed well- 
marked calcification of the peripheral vascular tree in places. 
His general condition had improved, although wasting of the 
legs was extreme, and the diagnosis of primary hyperpara- 


thyroidism was thought to be incorrect because of the normal. 


serum phosphates, absence of urinary calculi, and absence of 
skeletal weakness (neither fractures nor bowing of long bones). 

In February, 1946, the patient was admitted to Childwall 
Hospital for review. On admission he complained of loss of 
balance when walking. He was emaciated and there were cal- 
cium deposits beneath the nails. Disks and ear-drums were es 
on previous occasions. In addition the irises showed fine 
deposits of calcium. Urea concentration was 1.3%, and faeces 
calcium 60% (normal reading 80% to 90%). Skiagrams of 
arteries showed slight calcification in the walls of the arteries 
of both hands, and those of the skull, spine, and long bones 
revealed generalized slight osteoporosis. Blood calcium 
amounted to 14 mg., blood urea 52 mg., serum albumin 4.5 mg., 
serum globulin 1.5 mg., and inorganic phosphate 3.5 mg. per 
100 ml. The phosphate index was normal; there was a 
secondary anaemia with moderate eosinophilia. Examination 
of the urine showed protein 1% ; sodium chloride, 6.5 mg. in 24 
hours ; calcium oxalate ++, hyaline casts +, and a few 
granular casts ; red cells were occasionally present. 

Progress of the Case.—Owing to the emaciation present it was 
considered advisable to put the patient on a fuller diet about 
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mid-March. His blood urea kept about 60 mg. per 100 ml. and 
his progress was satisfactory. However, on April 3 he was 
found to be strange in manner and unresponsive when ques- 
tioned, and further probing showed that he was suffering from 
delusions. A diagnosis of uraemia was made and he was given 
glucose and fruit drinks up to 3 pints (1.7 litres) a day and a 
diaphoretic mixture ; the bowels were attended to, and he also 
received 1/2 gr. (32 mg.) phenobarbitone s.o.s. He slept well 
that night and was rational the next day. The blood urea read- 
ing was 86 mg. per 100 ml. on April 3, and had fallen to 66 mg. 
the following day. The blood calcium was 11 mg. per 100 ml. 
(normal). He usually passed 20 oz. (568 ml.) of urine by day 
and 26 oz. (740 ml.) at night when receiving normal diet and 
fluids. This indicated a lack of concentrating power of the 
kidneys. Shortly afterwards he took his discharge from hospital 
against advice. 

On March 8 the patient had developed auricular fibrillation, 
which responded to digitalis treatment, the drug being discon- 
— a month later. His pulse remained regular and the heart 
steady. 


Comment 
The evidence was in favour of a diagnosis of primary 


_ chronic renal disease with secondary increase of calcium in 


the blood. The. fact that the blood calcium had become 
normal was against a primary hyperparathyroidism, as it 
is usually stated that without operation a primary condition 
of the parathyroid would not improve. Price mentions that 
hyperparathyroidism occasionally occurs as a result of 
chronic nephritis. 

Interesting points were (1) the presence of deposits in 


the irises ; (2) the absence of renal calculi ; (3) a temporary . 


attack of auricular fibrillation associated with uraemia. 


I wish to thank the Director-General of Medical Services, Minist 
of Pensions, for permission to publish this article. os 
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BABCOCK’S OPERATION FOR THORACIC 
ANEURYSM 


BY 


F. T. RANSON, M.B., F.R.C.S.Ed. 
Shanghai 


The operation described by Babcock (1926 ; 1932) consists 
of an anastomosis between the common carotid artery and 
the internal jugular vein of one side. Former operations for 
these aneurysms had used the principles of reduction of 
flow of blood through the sac or else the introduction of 
foreign bodies into the sac. Babcock’s operation is based 
on the principle of speeding up the flow of blood through 
the sac and thus reducing the pressure of blood inside the 
aneurysm. 

I have had the opportunity of performing this operation 
im eight cases. The patients were all male Chinese with 


aneurysms eroding the anterior chest wall ; all complained ~ 


of severe pain and all had a positive Wassermann reaction. 


Method 


The operation is performed as follows. Under local 
anaesthesia a transverse incision is made in the neck (usually 
right side) about 14 in. (3.75 cm.) above the clavicle. The 
sterno-mastoid muscle is cut across and the common carotid 
artery and internal jugular vein are dissected out and 


cleaned. Both vessels are ligated high up, and +: 
tapes are placed around them lew down s0 as to co 
bleeding. The vessels are divided just below the ligunae 
the ends are anastomosed. After slowly releag 
e tapes and seeing that the anastomosis ji i 
wound is closed. 


McCarthy (1930) in an excellent detailed article ON the 


subject discusses the hydromechanics of the . 
Half the circulation to the head is short-circuited back fe 
the heart, and this removes the resistance of all-vessels a 
the anastomosis. Added to the removal of this resistance; 
the aspiration effect exerted by venous suction. This rend 
in lowered pressure and increased blood velocity inside 
sac. 

McCarthy uses the analogy of the garden hose with 
weak place in its wall. If the water pressure is high and; 
the spigot of the hose is partially obstructed, the hose 
tend to bulge at the weak spot. If, however, the Spigot jj 
opened widely, the pressure inside the hose will be red 
the velocity of the water increased, and the bulge will ten 
to subside. 

Results 


Whatever happens inside the aneurysm, there is 9m 
striking immediate result of the operation, and that is relig 
of pain. This disappearance of pain took place in all by 
one of my cases and was remarked on by the patieng 
immediately after release of the controlling tapes. 


Of the eight patients seven left the hospital improved ang 
relieved of pain. The eighth, who had a swelling as big 
as a fist on the chest wall, died of external rupture of the 
aneurysm five days after operation. He had not experiencg 
any relief of pain. 

In a personal communication in 1946 Babcock wrot 
“T have now performed between 26 and 30 of these oper 
tions. As some have felt that the relief is due to t 
division of fibres connected with the carotid plexus, I hay 
had opportunity to note the effect upon pain in four casg 
of large abdominal aneurysms in which an anastomosis was 
made between the heart ends of the external iliac arten 
and vein. In the abdominal cases it was possible to see th 
effect of the operation upon the aneurysm characterized } 
a prompt partial collapse of the sac immediately after th 
systolic wave, showing that prolonged systolic tension wal 
not possible with the large leak back into the veins th 
had been established. The relief from pain was 
striking, particularly in one patient who had required larg 
doses of morphine at frequent intervals before the op 
tion and had complete relief after operation.” The ope 
tion is an easy one to those familiar with the technique o/ 
vessel suture. 

At a surgical meeting in Chicago I heard the procedure 
described by an eminent and thoughtful surgeon as un 


‘justified. It cannot be expected to cure the patient, bu 


surely it is something to be able to relieve his pain, ar 
this is often a distressful feature of these cases. 

The only other operation for thoracic aneurysm of whic 
I have had experience is wiring, but I have not observed an 
relief of pain with this method. 


REFERENCES 
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The Central Office of Information has produced two films o 
child psychology for parents. The first, “‘ Children Learning } 
Experience,” is a study of children learning in their own way a 
was designed for teachers in training to provide material for dis 
cussion. The second, “ Children Growing up with Other People, 
depicts children’s development towards a balance between ind 
vidualism and co-operativeness. 
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Case of Traumatic Recto-Vesical Fistula 


ethods of producing impalement of the rectum 

ee is bas been said that they are more common in 
— districts owing to accidents with pitchforks and by 
outa being tossed on the horns of bulls. Perforation by 
the ivory enema nozzle, formerly said to be common in mid- 
wifery cases, provides another type of case, which has now 
become rare since rubber catheters have replaced the nozzles. 
Cases of traumatic recto-vesical fistula are not common. 
They may be followed by chronic invalidism due to persis- 
tent cystitis, pneumaturia, and diarrhoea. The case described 
was caused by a plant stick, and since then I have heard of 
another case produced by a bamboo cane supporting a tomato 


plant. 


Case REPORT 


schoo a 7 was playing in the garden when he slipped 
sat down forcibly on a thin stick supporting a 
chrysanthemum plant. _ The stick passed through his trousers and 
The child’s cry brought his mother to the spot 
and she took him immediately to her doctor. On examination the 
doctor found no bieeding from the rectum, no abdominal tenderness, 
and nothing abnormal on rectal examination. The child had by 
now recovered from his fright and did not complain of pain or 
discomfort. In view of this the doctor sent him home and told 
the mother to report should anything abnormal develop. 

The boy continued in perfect health for five days. He had no 
pain and passed both urine and faeces normally. On the fifth and 
sixth days he had diarrhoea, passing loose liquid yeliow motions. 
He also had some frequency of micturition, but there was no 

turia. On the seventh day the patient still had diarrhoea and 
now had complete retention of urine, and screamed every time he 
attempted to pass it. The doctor advised removal to hospital. 

When first seen at the hospital the child was found to have a 
greatly distended bladder almost up to the umbilicus, with slight 
abdominal tenderness confined to the lower abdomen, and rectal 
examination was too painful to be carried out without an anaesthetic. 
Rectal examination was therefore carried out under gas-and-oxygen 
anaesthesia, and immediately there gushed forth a large quantity of 


’ foul-smelling yellow fluid which was obviously infected urine. When 


rectum was completely emptied the walls were palpated, and 
Sosiety a small hole slightly larger than a quill was felt. This 
hole connected with the bladder. A rubber catheter was tied into 
the bladder and the urine drained continuously. 
On the third day after admission the patient’s bowels were opened 
normally and there was no diarrhoea. Motions continued to be 


‘normal until the seventh day after admission, when the catheter 


was removed; he then passed urine normally. 

The patient was kept under observation for another week, during 
which time both urine and faeces were passed normally. There 
was no recurrence of the diarrhoea and no pneumaturia. The tem- 
perature had remained normal throughout, and the pulse, which was 
raised at first, was now restored to normal. At the end of the 
week the patient was discharged. Follow-up has shown that the 
boy continues in good health and has normal micturition and 
defaecation. 

COMMENT 


In view of the curved course of the rectum it is unlikely that 
any pointed object will enter it with force and not penetrate 
its wall... The clinical history and signs will vary with the size 
of the perforation. 

In cases with small perforations, as above, inflammatory 
oedema may obstruct the hole: Pinnock (1937) describes a 
case in which the tear was neither seen nor felt. The value of 
proctoscopic examination, however, should not be overlooked. 
The only constant features of traumatic recto-vesical fistula are 
retention of urine and foul-smelling diarrhoea coming on’ about 
the seventh or eighth day. In cases of larger perforations these 
symptoms may be present from the first, but they definitely get 
worse at the end of the week. This is confirmed by Breyer 
(1933) and Galbraith (1937). Pain is not a common feature, 
as the mucous membrane is sensitive only for 14 in. (3.75 cm.) 
up from the anus. 4 

This case demonstrates that a small perforation may be cured 
by the simple means of passing a catheter and keeping the 


bowels confined for a few days. The catheter should be left 
in until the stools have been normal for four or five days. 
Larger tears will need more active surgical procedure. 


I wish to express my thanks to Prof. A. Rendle Short, of Bristol 
Infirmary, for permission to publish this case. 


G. S. ANDREws, M.B., Ch.B. 
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Traumatic Valvular Pneumothorax 


The following case of traumatic valvular pneumothorax came 
under my care and typically illustrates the real surgical 
emergency of the condition. I am prompted to hope it may be 
worthy of record. 
Case REPORT 

During a landing exercise at sea a rating was accidentally shot 
through the left chest by a 0.22 bullet at approximately 150 yards 
range. He walked several hundred yards from the spot, returned 
half a mile by sampan to the ship, and unaided made his way to 
the sick bay, where he instantly collapsed. It was two minutes 
later when I saw him, supported in a chair, mouth open, and 
violently throwing his limbs about in a vain attempt to breathe. 
He was extremely cyanosed, with neck, left shoulder, and chest 
grossly swollen. The entrance wound was just medial to the middle 
of the left scapula with the exit wound directly superior to the 
mid-clavicuiar point. A rapid examination elicited an obvious 
subcutaneous surgical emphysema, cardiac displacement, hyper- 
resonance, and absent breath sounds over the greater part of the 
left lung. Two lumbar-puncture needles, without time for aseptic 
precautions, were plunged into the left pleural cavity, one high up 
anteriorly and the other posteriorly, resulting in the immediate escape 
of air and an initiation of jerky respiration. Rubber dams were 
fixed over both wounds and multiple small cruciate incisions fhade 
in the neck and upper chest to alleviate the surgical emphysema 
which was helping to push the trachea over to ‘the right and further 
obstruct the existing embarrassed breathing. The patient was then 
put to bed, propped up, and given 1/4 gr. (16 mg.) of morphine, 
which with reassurance and warmth soon counteracted the excitement 
and shock. Within half an hour he was asleep but considerably rest- 
less ; breathing was shallow and regular, the cyanosis had largely 


disappeared, and the pulse had dropped from 140 to 90. Owing to. 


the restlessness the needles had to be removed. Portable x-rays 
revealed a large pneumothorax and dulling of the costo-phrenic and 
cardio-phrenic angles. 

He gradually improved for several hours, but then his condition 
again began to deteriorate and it was decided to perform a more 
elaborate operation. Under local analgesia a trocar (of copper) and 
cannula (a steel pin), made on the spot by the engineers, was inserted 
through the second intercostal space 14 in. (3.75 cm.) from the 
sternum, and a thin-bore soft rubber catheter threaded through and 
connected to a water-sealed bottle of weak antiseptic to effect a 
slow continual drainage of air from the pleural cavity. By now 
there had developed acute abdominal pain, with tenderness, rigidity, 
and boarding especially in the left hyperchondrium ; this was 
treated with hot applications. Next morning the patient felt com- 
fortable, both chest and abdominal pain having largely subsided; 
breathing was easier, and in general his condition was satisfactory. 

He was admittéd to hospital on return from sea. Both wounds 
were excised and drainage was stopped after 36 hours, from which 
time he made an uninterrupted recovery. ' 


DISCUSSION 

Only the smaller bronchioles could have been involved, and 
the initial shock must have been well compensated owing to the 
relatively long active interval before treatment, response to 
which was most dramatic and noteworthy. The abdominal pain 
and boarding presumably were the result of the small haemo- 
thorax irritating the diaphragm, coupled with the pressure of 
the pneumothorax. _ Fortunately no sepsis set in and the patient 
was discharged, fit for light duty, three weeks later with only 
a very small and diminishing pneumothorax present. One 
interesting feature is a resultant weakness of his left arm. All 
movements are fairly good but incomplete, and he cannot bear 
weight satisfactorily, although a slow improvement is taking 
place. There is no evidence of muscle wasting. The compli- 
cation is undoubtedly the result of direct contusion of the 
brachial plexus by the actual bullet, in combination perhaps 
with some pressure involvement from the surgical emphysema. 


G. S. Watson, M.B., Ch.B., 
‘Surg. Lieut, RN.VR. 


we ‘A 


\ 


= 
| 
© Contry 
ligature, 
Teleasing 
rtight the 
ON the 
PET ation 
back 
els aboy 
istance jg 
iS Tesulty 
Nside the 
with 
Ose 
SPigot jy 
reduced 
will teng 
4 is One 
is relief 
1 all by 
patient 
as big 
of the 
wrote 
> Opera | 
to th 
have 
IT Case 
Sis Was 
> artery 
fter the 
On Wai 
ns i 
large 
op 
ue 
que of 
ced 
as 
a, 
ing 
an 
or dis 


694 Nov. 1, 1947 


\ 


MEDICAL JouRNaL 


Reviews 


RENAL CIRCULATION 


Studies of the Renal Circulation. B — Trueta, M.D., 
A. E. Barclay, D.M., P. M. Daniel, M.B., K. J. Franklin, D.M., 
and Marjorie M. L. Pritchard, M.A. From the Nuffield Insti- 
tute for Medical Research, Oxford. (Pp. 187; 83 illustrations. 
25s.) Oxford: Blackwell Scientific Publications. 1947 


This is an unusual book, for it is written more in the form of a 
narrative than in that of a scientific communication. We learn 
of the researches (one almost said the adventures) of a team of 
workers who were led on from an angiographic investigation of 
the reaction of arteries to trauma into an intimate study of the 
renal circulation. We cannot escape the infectioys enthusiasm 
of the authors as we read how they first suspected that in cer- 
tain circumstances the renal blood flow might be largely diverted 
from the cortex to the medulla, and how the mechanism and 
anatomy of this shunt were investigated and demonstrated by 
various beautiful techniques. Fascinating pictures, faultlessly 
reproduced, illustrate the narrative. 

This manner of presenting a major piece of research makes 
for easy and pleasant reading and leaves one in no doubt that 
the authors consider their work to be of fundamental impor- 
tance. It is therefore flecessary to examine their claims rather 
closely. In our view they are fully justified. They have demon- 
strated beyond any reasonable doubt the existence of a circula- 
tory shunt in the mammalian kidney, a fact which must from 
now onwards be taken into account in any consideration of 
renal physiology and which may compel us seriously to modify 
our interpretation of modern clearance tests. They have shown 
how unlike in structure are the nephrons of the outer cortex 
from those of the juxta-medullary zone, and how this difference 
of structure must signify difference of function. They have 
thrown new light on the peculiar anatomy of the vasa recta and 
given us a glimpse into the possible purpose of their unique 
design. They have suggested obvious lines of approach towards 
the understanding of such conditions as reflex anuria, cortical 
necrosis, and the action of certain drugs and nervous stimuli 
on the kidney, the implications of which must be far- 
reaching. 

With respect, we would offer two criticisms. The first is that 
the narrative style, although it is well suited to those who want 
instruction, is inadequate to presenting concrete information 
to the serious worker who would like to confirm the results and 
initiate new investigations. We should like to see a series of 
shorter papers giving protocols of experiments and more details 
of technique, written up in conventional scientific form. 
Secondly, we think the authors go too far at this stage in their 
claim that the shunt mechanism may explain the origin of 
human essential hypertension. The possibility may properly be 
suggested, but we think with more reserve than the authors 
seem to show, for much work remains to be done. Even studies 
of renal function and blood pressure under varying conditions 
of renal circulation have yet to be made. The greatest merit of 
this important work is that the authors propound new techniques 
and new ideas with which they and others will be able to pursue 
researches for many years to come. To say only that is high 
praise indeed. 

ROBERT PLATT. 


OBSTETRICS 


Textbook of Obstetrics. By Gilbert I. Strachan, M.D., F.R.CP., 
F.R.C.S., F.R.C.0.G. (Pp. 732; 323 illustrations and three 
coloured plates. 45s.) London: H. K. Lewis and Co. 


A new textbook of obstetrics must arouse interest in these days 
when thought and practice in midwifery are undergoing con- 
siderable changes, and one written with the authority and 
experience of Prof. Strachan is opened with eager anticipation. 
As might be expected, it is a thoroughly sound piece of work- 
manship, well produced and liberally supplied with unusually 
good illustrations. It is more comprehensive than most books 
designed for undergraduates, but it conforms to the usual pattern. 
Dr. A. G. Watkins and Dr. R. L. Drummond contribute chapters 


on the newborn child and on blood transfusion respectiy 
The author unhesitatingly expresses his own opinions form ; 
after long experience, and also gives an account of many pores 
views and methods. Throughout he lays well-merited emphasis 
on the need for a conservative outlook in*obstetrics and on the 
general efficiency of natural processes. All will agree with thi 
and many will also approve of the orthodoxy which is a keynote 
of the book. Others, however, may consider that it would ha 
been improved if it had been less traditional in some teepeeih 
and if some of the older, even standard, views and methods had 
been subjected to criticism or had been omitted. The factual 
information is up to daté, and so complete an account of mid- 
wifery cannot fail to attract a large number of readers, not oni 
among undergraduates but among graduates seeking furthe, 
information or studying for higher diplomas. ’ 


T. N. A. JeFFcoate, 


CEREBRAL PALSY 


A Way of Life for the Handicapped Child. A New Approach 
to Cerebral Palsy. By Eirene Collis. With foreword by Somer- 
inthrop A e -D., CS. . 
London: Faber oud 1947. 


Mrs. Collis, who may be regarded as the pioneer in the treat- 
ment of cerebral palsy in Britain, has performed a valuable 
service in writing this book, which is based on her experience 
over a number of years in this country and the U.S.A. The 
educating of these children is slow and laborious and often no 
appreciable results may be seen for years. Mrs. Collis points 
out that the team workers engaged in educating and re-educating 
children with cerebral palsy must possess two main qualities— 
namely, interest and proper humility. The team, which consists 
of physiotherapists, occupational and speech therapists, school 
teachers, and others, must approach the problem of the child as 
a whole, so that both the mental and bodily aspects can be dealt 
with at the same time. The author also rightly stresses the 
importance of a favourable environment for the child, since 
much of the good work can be undone by mishandling on the 
part of the parents or other guardians. 

The author clearly defines the various types of cerebral palsy, 
and she draws attention to the means of recognizing the con- 
dition in the early years of life, for obviously the sooner treat- 


ment is begun the more benefit does the child obtain from it, 


She makes no extravagant claims, for, as she points out, the 
children are taught to “substitute.” By this is meant teaching 
the child to do with the healthy parts what he cannot do with the 
injured. Faulty movements are corrected and the child is re- 
educated to use his muscles rightly by means of physiotherapy 
(which includes aids such as skis and special chairs) and occupa- 
tional and speech therapy. Mental education is attended to at 
the same time by school work, hygiene, and removing emotional 
disabilities by correcting ¢the environment. 

The book can be recommended to all who are interested in 
this difficult problem and especially to those concerned with the 
education of backward and crippled children. - 

Louts MINSKI. 


DEVELOPMENTS IN BIOCHEMISTRY 


Currents in Biochemical Research. Edited by David E. Green. 
(Pp. 486. $5.00.) New York: Interscience Publishers, Inc. (215, 
Fourth Avenue). 


In 1937 a group of investigators, all of whom had received 
inspiration from the late Sir Frederick Gowland Hopkins, 
joined together under the leadership of Dr. J. Needham and 
Dr. D. E. Green to produce a volume of essays of a speculative 
nature entitled Perspective in Biochemistry. This volume was 
published in honour of Hopkins’s seventy-fifth birthday. Ten 
years later Dr. D. E. Green, now returned to the U.S.A., has 
gathered together a group of research workers who have pro- 
vided “thirty-one essays charting the present course of Bio- 
chemical Research and considering the intimate relationship of 
biochemistry to medicine, agriculfure, and social problems.” In 
his editorial preface Dr. Green makes no reference to the 
earlier volume, of which, however, the present book may be 
regarded as a direct descendant. 
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The authors are almost entirely from the U.S.A., and the BOOKS RECEIVED 


subjects are as follows: 
iochemistry, by.G. W. Beadle ; Viruses, by W. M. 

the Production of Organic Matter on 

Gaffron; The Bacterial Cell, by René J. Dubos; The 
Farin and Biochemistry of Plants, by D. R. Hoagland; Bio- 
eal Significance of Vitamins, by C. A. Elvehjem ; Some Aspects 
TP easmnin Research, by Karl Folkers ; Quantitative Analysis in Bio- 
» Hat ist by Donald D. Van Slyke; Enzymic Hydrolysis and 
S Sos of Peptide Bonds, by Joseph S. Fruton; Metabolic Process 

> s, by Fritz Lipmann; Biochemistry from, the Standpoint of 
sees by David E. Green; Enzymic Mechanisms. of Carbon 
fioside "Assimilation, by Severo Ochoa ; Hormones, by B. A. 
Houssay ; Fundamentais of Oxidation and Reduction, _by Leonor 
Michaelis : Mesomeric Concepts in the Biological Sciences, by 

an M. Kalckar; Viscometry in Biochemical Investigations, 
Oe tax A. Lauffer; Isotope Technique in the Study of Inter- 
Metabolism, by D. Ri:tenberg and David. Shemin; 
Mucolytic Enzymes, by Kar] Meyer; Some Aspects of Intermediary 
Metabolism, by Konrad Bloch; The Steroid Hormones, by Gregory 
Pincus; Plant Hormones and the Analysis of Growth, by Kenneth 
V. Thimann; Chemical Mechanism of Nervous Action, by David 
Nachmansohn ; Some Aspects of Biochemical Antagonism, by D. W. 
Wooiley ; Chemotherapy: Applied Cytochemistry, by Rollin D. 
Hotchkiss; Biochemical Aspects of Pharmacology, by Arnold D. 
Welch and Ernest Bueding; Some Biochemical Problems Posed by a 
Disease of Muscle, by Charles L. Hoagland ; Physiology and Bio- 
chemistry, by Surgeon Captain C. H. Best; X-ray Diffraction and 
the Study of Fibrous Proteins, by I. Fankuchen and H. ge 
Immunochemistry, by Michael Heidelberger ; Social Aspects o 
Nutrition, by W. H. Sebrell; Organization and Support of Science 
in the United States, by L. C. Dunn. . 

As might be expected from such a diverse group of authors 
the essays are of an uneven standard, but all are stimulating 
and sometimes provocative. Each is a survey in clear language 
by an expert research worker of the important developments 
in his own field, with some speculation on the most likely paths 
of future progress. It is a pity that, unlike its predecessor, this 
volume has no index, since the inclusion of at least a subject 
index would have greatly added to its value. However, the 
book achieves its author’s aim of assisting those interested in 
the subject to see biochemistry in clearer perspective and in 
its proper relationship to other fields of inquiry. This volume 
is highly commended to all those who wish to learn about the 
present rapid developments in biochemistry. 

4 F. G. YOUNG. 


THE LOUSE 


The Louse. An Account of the Lice which Infest Man, their 
Medical Importance and Control. By Patrick A. Buxton, 
C.M.G., F.R.S. (Pp. 164. 10s. 6d.) London: Edward Arnold 
and Co. 1947. 
This new edition of Prof. Buxton’s monograph will be widely 
welcomed. Though the first edition appeared only in 1939, 
recent research has necessitated increasing the size of the volume 
by nearly half as much again. The author presents Much new 
knowledge of the sensory physiology of the louse and of its 
behaviour, particularly in relation to the host, and recently 
obtained information about the incidence of the insect. A 
useful addition is a very full account of the recent work on the 
insecticides such as D.D.T. which have revolutionized louse 
control. Prof. Buxton also includes a short account of obsolete 
or obsolescent methods for the sake of completeness. 

It is to be hoped that the present conditions hampering the 
publication of medical books are only temporary. More than 
two years elapsed between the completion of this manuscript 
and the final appearance of the volume in the bookshops. Such 
delays are a great disadvantage to research workers waiting for 
new information to be made available and they must often 
cause a new book to be out of date before it appears. 
Fortunately Prof. Buxton’s book has scarcely suffered in this 
way, for he was actively concerned with the work he describes 
and thus was able to include a certain amount of previously 
unpublished information. However, perhaps one effect of the 
lapse of time has been to reduce the bibliography, since the 
author has been unable to include references to some recent 
British papers on louse control whose publication was delayed 
by security measures. American references consequently pre- 
ponderate, since there has been less hesitation in the U.S.A. 
about publishing information considered to be secret. 

KENNETH MELLANBY. 


[Review is not precluded by notice here of books recently received] 


Dr. Samuel Guthrie: Discoverer of Chloroform. By J. R. 
Pawling, M.D., M.A., F.A.C.P. (Pp. 123. No price.) Watertown, 
N.Y.: Brewster Press. 1947. 


A biography, with many illustrations, of the American chemist and 
physician. 


The Fever Bark Tree. By M.L. Duran-Reynals. (Pp. 251. 8s. 6d.) 
London: W. H. Allen. 1947. 


The story of malaria and the search for quininc. 


Skin Manifestations of Internal Disorders. By Kurt Wiener, 
M.D. (Pp. 690. 63s.) London: Henry Kimpton. 1947. 


The author describes and illustrates with numerous photographs the 
skin manifestations of many internal disorders. i 


Bovine Tuberculosis. By John Francis, B.Sc., M.R.C.V.S. 
(Pp. 220. 25s.) London:: Staples Press. 1947. 


A monograph on bovine tuberculosis with a detailed comparison 
between the disease in cattie and in man. 


Transactions of the «Association of Life Insurance Medical 
Directors of America. 55th Annual Meeting. Edited by H. E. 
Ungerleider, M.D. Vol. XXX. (Pp. 378. No price.) New York: 
Recording and Statistical Corporation Press. 1947. 


Includes papers on rheumatic fever, exploratory electro-cardiograms, 
thrombosis and anticoagulants, and peptic ulcers. 


A Textbook of Gymnastics. By K. A. Knudsen. Vol. I. 2nd ed. 
(Pp. 384. 15s.) ndon: J. and A, Churchill. 1947. ; 


The autHbr describes and discusses the “ form-giving ” exercises of 
the Ling system. 


Drugs from Plants. By T. 1. Williams, B.A., BSc., D.Phil. 
(Pp. 119. 6s.) London: Sigma Books, Ltd. 1947. 


An account for the general reader of ‘some drugs obtained from 
plants. 


Progress in Gynecology. Edited by J. V. Meigs, M.D., and 
hg Sturgis, M.D. (Pp. 552. 35s.) London: William Heinemann. 


A collection of papers on recent advances in gynaecology intended 
particularly to refresh the minds of those returning to practice after 
the war. 


Getting Ready to be a Mother. By Carolyn C. Van Blarcom, 
R.N. New English edition edited by Gladys B. Carter, B.Sc., S.R.N., 
S.C.M. (Pp. 311. 8s. 6d.) London: Macmillan and Co. 1947. 


How to prepare for and care for the baby; intended for laymen. 


Poisons: Their Isolation and Identification. By Frank Bam- 
ford, B.Sc. 2nd ed. revised by C. P. Stewart, M.Sc., Ph.D. 
(Pp. 304. 21s.) London: J. and A. Churchill. 1947. 


Intended as a laboratory manual for chemists who have to deal 
with cases of poisoning. 


Mental Health. By John H. Ewen, F.R.C.P.Ed., D.P.M., and 
C. Friedman, M.D. (Vienna), L.R.C.P.&S.Ed. (Pp. 270. 12s. 6d.) 
London: Edward Arnold and Co. 1947. 


A brief account of mental disorder intended for the medical student 
and practitioner, as well as those concerned with social and educa- 
tional problems. 


Morphologic Hematology. Special Issue No. 1 of Blood. 
Edited by William Dameshek, M.D., et al. (Pp. 200. $4.75.) New 
York: Grune and Stratton. 1947. 


Includes papers on the bone marrow, Hodgkin’s disease, phagocy- 
tosis, and blood platelets. 


A Textbook of Histology for Medical Students. By Evelyn E. 
Hewer, D.Sc. 4th ed. . 407. 21s.) London: William Heine- 
mann. 1947. : 


A practical textbook for the medical student; this edition includes 
a new chapter on protective mechanisms. 


Essays on Contemporary Events. By C. G. Jung. (Pp. 90. 
8s. 6d.) London: Kegan Paul. 1947. 


Includes three essays on the state of Europe to-day, and a lecture 
on the problems facing psychotherapists at present. \ 
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FOOD. CUTS AND VITAMINS 
Last week Sir Stafford Cripps announced that the average 
daily food intake per head will be less and involve a reduc- 
tion of calories from 2,870 to 2,700. The Government's 
experts’ have estimated that 2,700 calories “ per head per day 
are probably too low.” Energy requirements obviously differ, 
and what is enough for a labourer is probably too much 
for a.clerk. Although exact knowledge is still lacking, it 
is probable that the intake of first-class protein is too small 
to allow any margin of safety. Cuts in any food itenis are 
naturally reflected in a smaller variety of dishes and an added 
strain on the housewife, and so probably in less efficient 
utilization of what food there is. The drought has reduced 
the milk supply, and a severe winter may once more inter- 
fere with the supply of spring vegetables. Yet we are 
clearly not starving, and there is little evidence that the 
health of the people of the country is suffering as a result 
of a tightened belt. With a reduced variety of food and 
the shortage of things like bacon, eggs, milk, and meat, the 
practitioner will ask himself, and will no doubt be asked 
by his patients, whether there is any risk during the coming 
winter of deficiency in vitamins. Does our present diet, in 
fact, leave only a small margin of safety—a margin that 
can be kept only by the most intelligent buying on the part 


of the housewife? If there is a risk of deficiency in this, 


that, or the other vitamin, it is a risk that can be covered 
by the manufacturing chemist. So that the practitioner 
may have available up-to-date information on vitamins, we 
have invited Dr. L. J. Harris to give an extended answer 
to a question that came in for the “Any Questions?” 
Section of the Journal. The other question that must arise 
in many minds is whether there will be any justification 
for the widespread prophylactic use of vitamins, apart, of 
course, from the special instances of nursing mothers and 
young children. 

Though our diet has since 1939 been restricted, its general 
pattern has not been changed. Before the war our diet, on 
the.whole, was fairly well chosen by those who could afford 
to choose it well, and since 1939 attempts have been made, 
in spite of the inevitable restrictions, to correct its faults. 
The main danger, if we consider only measurable quan- 
tities, has been that we should not get enough food to 
provide the calories we need—now at a level “ probably 


too low.” 
The Ministry of Food has published? estimates based 


_on the amounts of imported and home-produced food- 


stuffs of the average amounts of nutrients consumed per 
head. According to these estimates the amounts of vita- 
mins and of iron and calcium have risen or changed but 
little. However, the faith of the most credulous in these 


1 Food Consumption Levels in the United States, Canada, and the United Kingdom. . 


H.M.S.O. 1944. 2s. 
2 Food’Consumption Levels in United Kingdom. H.M.S.O. 1947. Cmd. 7203. 6d. 


statistics must be shaken by the assertion that we were 
eating more animal protein in 1946 than before the war 
The results of surveys of consumption by representative 
families made each month by the Ministry of Food con- 
form more with our experience—not unnaturally, These 
results are withheld from public scrutiny. However 
Drummond in 1946 published the results of surveys 
carried out in the summers of 1943, 1944, and 1945, ang 
from these we may estimate the average level of our diet, 

Working-class families were found to be receiving about 
2,700 and middle-class families about 3,000 i.u. of Vita. 
min A a head a day. These figures are rather higher than 
would be expected, for a normal adult gets under 1,000 iu. 
of pre-formed vitamin A ; and the usual helping of vege. 


tables, other than carrots and kale, supplies under 1,000 iu, . 


(if, as is now the accepted practice in this country, the 
vitamin A value of 8-carotene is taken as 1 i.u. per 0.6 yg), 
The Accessory Food Factors Committee in 1945 considered 
that 3,000 iu. a day is sufficient. Although the average 
intake was less than this, the rations of butter and milk 
assured a regular basic intake ; very low intakes must have 
been much less common than they were before the war. 
There has been-no danger of vitamin B, deficiency since 
white flour and polished rice were eliminated from our diet 
and the amount of sugar was reduced. The increased 
amount of niacin obtained from flour when the rate of 
extraction was raised has compensated for that lost by 
the reduced consumption of meat. With the increased 
liquid milk available the average intake of riboflavin has 
risen. In 1943-5 the average intake of these three B vita- 
mins was more than that agreed for the new standards of 
the National Research Council of the U.S.A. The vitamins 
of the B group are found together in foodstuffs ; if the food 
contains enough of the three major members of the group 
it will contain enough of any other members of the group, 
According to Food Consumption Levels? the average intake 
of ascorbic acid has been higher than before the war, but 
no allowance was made for losses in cooking. Since the 
war started the proportion of ascorbic acid derived from 
fruit, which is eaten raw or loses little vitamin C in cooking, 
has fallen, and a larger proportion is obtained from vege- 
tables, which lose some three-quarters of the vitamin in 
cooking. These estimates, therefore, do not indicate the 
changes in the amounts actually consumed. The actual 
intakes of ascorbic acid were much less than the figures 
given in Drummond’s table, because he also made no 
allowance for losses in cooking. During the summer aad 
autumn, when potatoes are fairly new and fruit and vege- 
tables plentiful, the average intakes are satisfactory. But 
during the first four months of the year, when the amount 


of ascorbic acid in potatoes is small and other vegetables . 


and fruit are scarce, the average intakes fall very low. The 
amount of calcium ingested rose with the increased con- 
sumption of milk. The apparent total, as shown in Drum- 
mond’s table, was about 0.1 g. above daily requirements, 
though about 0.1 g. of this total calcium was not absorbed 
because of the large amount of phytic acid in the flour. 
The total iron available was also more than required. 
These average figures look well enough, but distribution 


is not even; certain groups rightly have first call on 
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— . 
valuable foodstuffs. ‘“ Ordinary” adults get only 2 pints 


(1.14 1) of milk a week during a considerable part of the 
é . They can obtain only 0.25 mg. of riboflavin a day 
from milk products, now the chief source, and cannot make 
up their estimated requirements from meat as they could 
before the war. They cannot get much more than 1.2 mg. 
4 day, the limit below which signs of riboflavin deficiency 
may be expected. Milk and milk products have always 
been the chief source of calcium, but 2 pints of milk a week 
supply only 0.19 mg. a day. The changes in food supply 
since 1945 have not greatly altered our intake of vitamins. 
The cheese ration is now 1 oz. (28 g.) a week less, which 
reduces the vitamin A intake by 50 i.u. and riboflavin by 
9.02 mg. a day. The cut in the meat ration reduces ribo- 
favin by a further 0.02 mg. With the usual scarcity of 
vegetables and an unusual scarcity of potatoes we shall 
be getting very little vitamin C in the first four months of 


next year. 
We do not know how much health will be affected by 


this shortage. It is true that in such studies as those of 
Bransby and his colleagues* there was no evidence that 
such low intakes impaired health in any way; and the 
effects of complete deprivation of vitamin C have been 
‘cured by daily doses of about 10 mg. of ascorbic acid. 
But we do know that, unless more fruit can be obtained, 
our average intake will be well below any of the accepted 
standards of requirement. With such a narrow margin of 
safety it may be thought advisable to take extra vitamin 
in the form of concentrates. There is no evidence that 
reasonable doses of vitamins A, D, or C can do any harm. 
But the implication of Marion Richards’s experiments‘ is 
that the ingestion of large amounts of one member of the 
B group, while the intake of other members remains low, 
may induce signs of deficiency of these other members. 
It is therefore advisable to take supplements of the B group 
in the form of yeast or wheat-germ preparations, which 
contain all the members, rather than preparations of .iso- 
lated vitamins. There is no sign that our food will become 
more appetizing, and the danger remains that people may 
eat too little simply because they do not like the food they 
get. There is no reason why education should not effect a 
change in habits, and why people should not be taught to 
make their food as appetizing as possible. Owners of 
gardens or allotments should be encouraged to grow vege- 
tables—root vegetables if not greens—especially for the 
early part of the year. Flour is an important source of the 


B vitamins, and any attempt to interfere with its quality 
in order to make it whiter should be resisted. 


GERMAN TROPICAL MEDICINE 


During the earlier part of this century many important 
advances in tropical medicine were due to German research 
workers. Their wartime handling of various problems in 
this field is now revealed in a series of reports by the 
Combined Intelligence Objectives Subcommittee. The 
German forces were distributed over the globe less widely 


*Bransby, E. R., et a/., British Medical Journal, 1946, 1, 193. 
‘Richards, M., ibid., 1945, 1, 434. 


5Combined Intell : 
55:29. 13, igence Objectives Sub-committee Reports, 24, 5; 21, 97; 


than those of the British and Americans, and their main 
contacts with tropical diseases, notably malaria, typhus, 
and dysentery, were in the Mediterranean area and in 
South Russia. All soldiers were immunized against small- 
pox, typhoid, and paratyphoid A and B. Other inocula- 
tions were also given at various times—for example, against 
cholera on the Eastern Front in the early years of the war, 
until it was discovered that this infection was not likely 
to be widespread. 

Malaria was controlled chiefly by mepacrine (atebrin). 
Apparently this drug was preferred as much from lack of 
quinine supplies as from any realization of its superior 
effectiveness. The dosage, based on British pre-war experi- 
ence in Malaya, was fixed at 0.4g. weekly, divided into 
daily doses of 0.06g. This had no toxic effects, but it 
was believed to prevent only about two-thirds of the clini- 
cal malaria which would otherwise have occurfed.’ The 
Australians achieved more complete suppression of malaria 
in New Guinea under much more severe exposure.’ Their 
greater success may have been due to the higher dosage 
employed (0.1 g. daily) or, perhaps more likely, to their 
strictness in ensuring daily administration. The Germans, 
in spite of their traditionally rigid discipline, could not 
enforce this daily dose of mepacrine with the same regu- 
larity. There was a general feeling among German 
malariologists that the administration of pamaquin (plas- 


moquin) at the end of a therapeutic course of mepacrine © 


lowered the subsequent relapse rate. They had little con- 
vincing evidence on the subject, however, and it is doubtful 
whether the amount they gave (0.02 g. daily for three days) 
could have had much effect. Little attempt was made 
during the war to introduce new antimalarial drugs. 
Although sontoquin® had been discovered by the LG. 
Farbenindustrie workers about 1938 and was given to some 
1,000 patients during the war, there was no attempt to bring 
it into general use, partly because of the manufacturing 
difficulties, partly because it was not considered to have 
any great advantage over mepacrine. Sontoquin (SN 6911) 
is a 4-amino-quinoline compound, one of a series which 
has been intensively studied and developed in America, 
the most favoured member of the group being chloroquin 
(resochin, SN 7618).7 D.D.T. derivatives were applied in 
the later years of the war, apparently on a limited scale, 
to control mosquitoes. Some clumsy attempts were also 
made at the Dachau concentration camp to produce 
immunization by semi-controlled attacks of malaria. This 
work, involving 1,200 prisoners, was under the direction 
of Dr. Klaus Karl Schilling, the eminent malariologist, 
who was subsequently hanged.*® 

The most important infection which the Germans had 
to deal with was typhus. Soon after the occupation of 
Poland three institutes were set up there for the prepara- 
tion of typhus vaccine by means of Weigl’s louse-culture 
technique. Smaller amounts were produced later by the 
mouse-lung and egg techniques (the last of which was most 
favoured by the British and Americans), but louse-culture 
provided their main supply throughout the war. “ Sterile” 
hatched lice were maintained under semi-aseptic conditions 
for fifteen days. They were then inoculated with typhus 


6 British Medical Journal, 1946, 2, 267. 
7 J. Amer. med. Ass., 1946, 130, 1069. 
8 British Medical Journal, 1947, 1, 148. 
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rickettsiae by inserting a fine glass cannula into the anus. 
The_lice were maintained for a further five days, after 
which the intestines were removed by dissection and used 
for the preparation of the vaceine. These two operations, 
inoculation and dissection, require highly skilled techni- 
cians. A good worker with his assistant and a dissecting 
microscope can inoculate nearly 1,000 lice in an hour, and 
can dissect up to 2,000 a day. At all stages the lice must 
be fed on human subjects, since non-human blood is 


* poisonous to them. Usually.the feeding is done by holding 


a small cage of lice against the skin. After inoculation 
with typhus rickettsiae the lice are infective and only 
immune subjects can be employed. The Institute at 
Cracow kept 2,000 Polish subjects for this purpose, and, 
as they received rather better treatment than the ordinary 
civilian population and obtained some protection against 
the Gestapo and similar agencies, there was no difficulty 
in obtaining volunteers. A single person can feed 10,000 
lice daily, losing about 10 ml. of blood in half an hour. 
Material from 30 to 100 lice was required to complete the 
inoculation for each soldier. It was calculated that the 
cost of this material was about 1.8 reichsmark or about 
3s. at pre-war rates. The original orders to these three 
institutes were to produce sufficient vaccine to immunize 
2 million mén in 1940. One million lice were constantly 
maintained at Cracow, but later there seems to have been 


‘ a Shortage of vaccine, for another report states that typhus 


immunization was used only on the Eastern Front, and 
then it was given only to men over 35 or to those exposed 
to special risks. The effectiveness of the vaccine was 
investigated by the S.S. on 150 prisoners, who were all 
infected with typhus. The disease was not completely 
prevented by the vaccine, but its course was much less 
severe and resembled a mild attack of influenza. Of these 
prisoners 35 had been kept as unvaccinated controls, and 
33 died ; the other two were fortunate in having had a 
previous attack of typhus. No drug treatment of typhus 
came into general use during the war, although a nitro- 
acridine compound called “rutenol” was shown in the 
laboratory to have a marked curative action in animals 
infected with R. mooseri. 

Bacillary dysentery caused much trouble, particularly in 
Poland in 1939 and in North Africa. Treatment by 
sulphonamides, especially sulphapyridine, was eventually 
introduced, although much later than in the Allied forces. 
Compulsory vaccination was given against this infection 
-oin 1942 to 1944 but was abandoned later because the 
results were entirely negative. Amoebic dysentery occurred 
to some extent in North Africa. Cases were treated mainly 
with di-iodoquin (“enterovioform”) by mouth and by 
enema, apparently with satisfactory results. Emetine was 
not available in quantity. Schistosomiasis was of no impor- 
tance for the German Army, but post-war interrogations 
have shown that laboratory work had, produced a new 
chemotherapeutic remedy, “ miracil,” which seems promis- 
ing. So far it has been tested only in animals, in which it is 
remarkably effective against S. mansoni.’ On the whole, 
these reports about German work on tropical medicine 
show many interesting details but few real advances in 
fundamental knowledge. 


_ NOBEL PRIZE FOR MEDICINE - 
The Nobel Prize for medicine for 1947 wil] be ; 
between Prof. B. A. Houssay, of Buenos Aires, and 
Carl F. Cori and Dr. Gerty T. Cori, of St. Louis uae 
The latter are receiving their share for research “ on 
course of the catalytic transformation of glycogens.” 
Houssay his share for “his discovery of the impo, ” 
Po: 
of the frontal lobe of the hypophysis in sugar Metabolism » 
Professor Houssay was present at the Physiological Con. 
gress at Oxford a month ago, and the present award will 
be especially welcome in view of the treatment he has 
received in his own country. Just about a year ago D 
Houssay, who was Professor of Physiology in the Faculp, 
of Medical Sciences, was relieved of his post in the Univer. 
sity of Buenos Aires: According to La Prensa, which 
recorded the fact of Dr. Houssay’s dismissal, this Was 
followed by a boycott of the physiology classes by Dr 
Houssay’s pupils, and by the voluntary resignation of a 
number of his colleagues indignant at the treatment he had 
received. We understand that Dr. Houssay was dismisseg 
for political reasons. When the dismissal took place Dr. B 
Braun Menéndez, Deputy Professor of the Faculty of Megj. 
cal Sciences, resigned in order “to reaffirm his solidar 
with Professor Houssay, recently relieved of his post, ap 
exemplary master, who with his talent, his work in researgh 
and his self-denying dedication to his work has brought 
honour to the chair of Physiology in the Faculty of Medic 
Science of Buenos Aires and to the country, deserving 
without any doubt the respect of posterity.” This respect 
has now been sealed by the award of the Nobel Prize. This 
year, too, Oxford University gave Houssay an honorary 
D.Sc. and the Royal Society made him a Foreign Member. 


INVESTIGATION INTO POLIOMYELITIS 


It was announced in our Epidemiological Notes (Oct 25, 
p: 677) that two large-scale investigations of this years 
prevalence of poliomyelitis are in progress. One is 4 
hospital inquiry undertaken by the Ministry of Health ip 
order to secure more accurate estimates of the fatality and 
severity of the disease in the present epidemic. ‘ The number 
of cases confirmed as poliomyelitis may be smaller than 
the number of notified cases, for it has been estimated in 
some places that one-third or even one-half of those notified 
were not in fact cases of poliomyelitis. 

The other investigation is being carried out by medical 
officers of health in certain areas. It has been organized 
at the request of the Ministry of Health by the Public 
Health Laboratory Service, which is directed by the Medical 
Research Council. It was initiated in the counties of Berk- 
shire, Buckinghamshire, and Oxfordshire, where ortho- 
paedic out-patient clinics are provided by the Wingfield- 
Morris Orthopaedic Hospital, Oxford. The plan in these 
counties is to undertake an, epidemiological investigation 
of cases of poliomyelitis and polio-encephalitis during 1947 
and the next few years. A questionary was drawn up on 
the basis of the one used in the Mauritius epidemic by 
McFarlan, Dick and Seddon,' and the help of the Institute 
of Social Medicine was enlisted to ensure that the data 
would be collected in a form suitable for analysis on the 
Powers machines there. The questionary covers some social 
and environmental factors as well as such details as age, 
sex, date and place of onset, and possible source of infec- 
tion. After completion of the field investigation by the 
medical officer of health the forms are sent to the Public 
Health Laboratory, Oxford, where they are examined for 
any suggestion that cases in different districts shared @ 


1 Quart, J. Med., 1946, 16, 183. 
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uree of infection which was not evident in the individual 


and which deserves further investigation. The forms 
then sent to the hospital, where the diagnosis is checked 
st some clinical details are recorded. Finally the forms 

sent to the Institute of Social Medicine for analysis. 
a same questionary is being used by medical officers of 
health in some other parts of the country for a survey of 
their cases with such arrangements for the completion and 
collection of the forms as suit local conditions. It is 

ted that the pooling of accurate data from several 
pealth districts will yield information which _cannot be 
obtained from individual districts, particularly if cases are 
few. In some areas which are participating in the survey 
independent inquiries are being made, and it is to be hoped 
that the results of these and other investigations will be 
published as early and as fully as possible. 

It is encouraging to know that many people are 
endeavouring to record the epidemiological features of the 
1947 prevalence of poliomyelitis in England and Wales and 
in Scotland. Virus work on selected cases is being done 
at the Central Virus Laboratory of the Public Health 
Laboratory Service, and clinical studies may be expected 
in addition to those published by Kelleher? and McAlpine® 
Accurate observation and documentation provide the data 
on which sound epidemiological theory and reasonable 


preventive measures must be based. 


CENTENARY OF CHLOROFORM ANAESTHESIA 


The ill luck and indeed tragedy that clouded the lives of many 
who played a part in the discovery of anaesthesia were mis- 


to avoid. The centenary of his discovery of the anaesthetic 
properties of chloroform is the subject of an article at p. 
701 by Dr. Douglas Guthrie. About a year ago Morton’s 
demonstration of the anaesthetic properties of ether in 1846 
was commemorated in different parts of the world and was 
the subject of articles in this Journal.* Since then the story of 
anaesthesia has been told by various authors.*-? Henry 
Hill Hickman, who experimented on inhalational anaes- 
thesia in 1824, was rejected by his contemporaries and died 
at the age of 30. John Elliotson, who hypnotized his 
patients—or, as he put it, mesmerized them—into insensi- 
bility was forced by the action of the Council of University 
College Hospital to resign from his post as physician. 
Crawford Long gave ether as an anaesthetic in 1842, but 
escaped fame by not publishing what he did. Horace Wells 
in 1844 showed that with nitrous oxide teeth could be 
extracted painlessly, and a year later was unsuccessful when 
he tried to demonstrate the anaesthetic properties of nitrous 
oxide in the Massachusetts General Hospital. The quarrels 
over priority between Wells, Morton, and Jackson un- 
hinged Wells’s mind, and after being sent to prison for 
throwing acid on the clothes of some New York street- 


walkers he committed suicide in 1848. C. T. Jackson, who 
tried to “ jump the claims ” of Morton, ended his life in a 
lunatic asylum. Morton himself, who was the hero of the 
celebrations last year, finally became mentally unstable and 
grt in hospital a short time after he had plunged into 
a lake. 

James Young Simpson, of tougher fibre, came through 
the ordeal of discovery with fiying colours, though he, too, 


® British Medical Journal, 1947, . 
3 Tbid., 1947, 2, 668. 
4 Tbid., Oct. 12, 1946. 
5 The Dvelopment of Inhalation Anaesthesia. Barbara M. Duncum. 1947. 
= Wellcome Historical Medical Museum by Oxford University 
Victory over Pain. A Hist A 
on, A! ory of Anaesthesia. Victor Robinson, M.D. Sigma 


1 Dr. Samuel Guthrie, Dis orm. J. 
J.R. Pawling, M.D. 1947, 


fortunes that James Young Simpson was fortunate enough 


“ence, 


had his fair measure of fierce opposition—an opposition 

which fittingly in Scotland was based on biblical evidence. | 
But Simpson did not discover chloroform, which was first 

produced in 1831 by Guthrie in America, Soubeiran in 

France, and Liebig in Germany, each working indepen- 

dently. According to J. R. Pawling,’ Guthrie was the first 

of these three to produce chloroform. He thought it might 

be valuable as a medicine, but seems to have been impressed 

by its virtue as an intoxicating drink. It became known 

locally as Guthrie’s “sweet whiskey,” and in a letter to 

his daughter in February, 1848, he wrote: “I could have 

made a fortune if I had gone to New York as I was urged 

last fall by making sweet whiskey. .. .” Simpson, who 

had used ether to relieve the pains of childbirth, was con- 

stantly on the lookout for a new anaesthetic, and the 
hint that chloroform might be worth trying was made 

to him by Dr. David Waldie ; with Keith and Matthews 

Duncan, Simpson sniffed the vapour from tumblers in his 

room at 52, Queen Street, Edinburgh, on Nov. 4, 1847. 

Simpson’s account of his use of chloroform as an anaes- 

thetic was published at about the same time’in the Lancet, 
the London Medical Gazette, and in the Provincial Medical 
and Surgical Journal (the precursor of the British Medical 

Journal). But Simpson seems to have been preceded by 

others.° In the summer of 1847, for example, William 

Lawrence, surgeon to St. Bartholomew’s Hospital, was 

practising with a new anaesthetic agent called “ chloric 

ether,” a solution of chloroform in alcohol, but he published 

no account of his experiments. And still earlier Jacob 

Bell, in a footnote in the Pharmaceutical Journal, noted the 

use of “ chloric ether ” as an anaesthetic in February, 1847 

—apparently it was tried at the Middlesex Hospital. In 

February, 1847, too, Flourens anaesthetized “an animal 

forced to breathe the vapour of chloroform.” It is, there- - 
fore, not accurate to describe Simpson as the discoverer of 
the anaesthetic properties of chloroform. Nevertheless, his 
vigorous advocacy of this drug and his energetic campaign 
for the relief of the pains of childbirth secure him an 
unassailable place in the history of anaesthesia. And in 
acclaiming him for this we should not omit to mention the 
man who introduced the scientific method into anaesthesia 
and who gave Queen Victoria chloroform at the birth of 
two of her children—John Snow, whose portrait Barbara 
Duncum has put as a frontispiece to her valuable book. 


CARCINOMA OF THE PENIS 


The subject of cancerous and precancerous lesions of the 
penis has recently been reviewed by Melicow and Ganem? 
in connexion with a report of 23 cases. The essential 
features of cancer of the penis are well known. It is not 
a common disease ; it occurs chiefly after middle life, and 
it is almost unknown among Jews who practise ritual cir- 
cumcision. The cancerous process may be secondary to 
some antecedent local disease such as leucoplakia, the 
erythroplasia of Queyrat, Paget’s disease, or Bowen’s 
disease. The exact importance of such antecedent disease 
is difficult to determine, and in only two of the 23 cases 
now reported was there histological proof of its exist- 
An associated phimosis and infection are present 
in the majority of patients who develop cancer of the penis, 
and in fact chronic balanitis in middle life should be re- 
garded as a potentially malignant condition. The precise 
effect of the retained and infected smegma is uncertain, 
but it may be that on decomposition it produces carcino- 
genic hydrocarbons or sterols. Bowing, Fricke, and Coun- 
seller? reported an antecedent recent circumcision in 34.8% 


1J. Urol, 55, 486. 
2 Radiology, 1934, 23, 574, 
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of their series of 195 cases of carcinoma of the penis, but 
the probability is that the malignant process was actually 
present at the time of the circumcision. In this connexion 
an unhealing circumcision scar in an adult should always 
be viewed with suspicion. The local penile disease usually 
starts on the glans at the corona, either as an external 
papillary excrescence or as an indurated ulcer, and it may 
have been preceded by a precancerous lesion which was 
not discovered on account of the phimosis. The lymph 
drainage is into the superficial inguinal glands, the deep 
inguinal glands, and the external iliac glands, and owing 
to the free anastomosis of the penile lymphatics there may 
be deposits in the inguinal glands on the opposite side to 
the primary lesion. The urethra is involved only in late 
cases, and abdominal metastases are rare. The disease may 
also spread by extension via the dorsal vein of the penis. 

Diagnostic difficulties may be great on account of the 
association of phimosis, balanitis, and cancer, and at times 
it may be impossible to determine clinically whether or 
not a malignant process is actually present. Biopsy of the 
primary growth or biopsy of the inguinal glands by punc- 
ture may be useful if frozen sections are available and 
immediate operation can be carried out. There is still con- 
siderable difference of opinion on the best method of treat- 
ment, but the treatment in the individual case must be 
determined by the patient’s age, the size and nature of the 
lesion, the involvement or not of the corpora cavernosa, 
the presence of inguinal metastases, and the importance and 
site of any superimposed infection. Partial or complete 
amputati6n of the penis with bilateral resection of the 
inguinal glands is the method of choice. The safety of the 
operation should be greatly increased by modern methods 
of controlling infection. Local recurrence of the penile 
growth is unusual. There is still, however, great difference 
of opinion on the value of irradiation in treatment. Cir- 
cumcision and personal hygiene are the only two prophy- 
lactic methods which are likely to reduce the incidence of 
carcinoma of the penis, but there will be no general support 
for the authors’ contention that routine circumcision should 
be carried out in babies in order to prevent the development 
of penile cancer. 

INDIUM 

The high price of indium still limits its application, but 
the entire world stock, which exceeded 2 tons in 1934 
and was chiefly held in America, has been considerably 
augmented since 1940, and its use in electroplating, as a 
constituent of alloys for dental prosthesis, in jewellery 
manufacture, and in the radio and television industry may 
extend greatly in the coming years. Animal experiments 
have already shown that given by mouth its toxicity is low. 
The dosage for man equivalent to that which produces 
poorly defined subnormal states in animals would be about 
123 gr. (8 g.), but the quantity of indium which dissolves 
in acids makes its use in metal food-containers undesirable.* 
Its irritant property, as tested on human skin by the 
wearing of indium-treated silver plates, is not sufficient. to 
constitute any industrial hazard.” 

It is toxic, however, when injected into animals sub- 
cutaneously or intravenously. If amounts sufficient to 
cause death are injected the organ most severely affected is 
the liver, and there is evidence also of renal damage. In 
some recent animal experiments,® where the dosage given 
produced “subacute” poisoning allowing survival of the 
animals for three to six days, the lesions observed were 
selective, affecting the liver, kidneys, heart, and submaxil- 
lary glands, but sparing the pancreas, testes, suprarenals, 


1 Harrold, C. G., Meed, S. F., et al., J. Industr. Hyg., 1943, 26, 233. 
2 McCord, C. P., Meek, S. F., et al., ibid., 1942, 24, 243. 
8 Vignoli, Poursines, ey a7, Arch. Mal. Profess., 1946, 7, 356. 


"was sometimes vesicular or hydropic. In the kidneys 


brain, and parotid glands. The type of lesion was at | 
specific—the degeneration was hyaline and parenchyma 
in character, never fatty or pigmentary. Thus, in the |j 
the hyaline degeneration, leading eventually to necro, 


of the tubules were completely necrosed while g 
remained unaffected. In the heart the characteristic jee: 
was hyaline transformation of the striated muscle fibre 
Only rarely, as by contact with lacerated tissues, wiy 
effects of indium on man be in any way comparable to 
those noted in animals receiving subcutaneous injections 
Yet because such conditions might occur in industry 
indium cannot be dismissed as completely harmless, and 
it is useful to know what lesions might be produced in the 
remote eventuality of gross overdosage. 


TREATMENT OF UNDULANT FEVER 


Undulant fever is one of the diseases the treatment of 
which has been little, if at all, affected by the introduction 
of sulphonamides and antibiotics. There have, indeed, 
been reports of recovery after sulphonamide therapy, by 
in many other instances it has proved ineffective, and th 
recoveries were probably coincidental. The experimenty| 
administration of sulphonamide drugs to infected guine.. 
pigs has shown that they can eliminate the infection, by 
only when given in doses so large as to approach, or pass, 
the toxic level.! 

Huddleson,’® however, has recently reported that when 
non-inhibiting high dilutions of many sulphonamide com. 
pounds are added to liquid culture medium containing 
Brucella sensitizing antibody in high dilutions and comple. 
ment then the organisms are inhibited and killed. This 
occurs not only in vitro but also in vivo. Guitiea-pig 


infected with Brucella organisms can be freed of infection 
by the oral administration of normal doses of sulphon- 
amide drugs combined with the injection of weak anti 
serum, such as normal rabbit serum. From the serum of 
animals so treated Huddleson has isolated the sulphon 
amide drug and the antibody in combination, and he 


‘believes that the effect of the drug is to poteritiate the 


bactericidal action of antibody plus complement. 

It is a little difficult to understand why an injected weak 
antiserum, potentiated by a sulphonamide drug, should 
have a bactericidal effect, while the serum of an infected 
animal or man, often of a high agglutinating titre, has not. 
Huddleson explains this on the basis of the Neisser 
Wechsberg phenomenon—a serum may be bactericidal in 
high dilution yet not in low dilution. Having successfully 
treated infected animals, Huddleson applied the method 
to four patients suffering from undulant fever. They had 
all been ill for a considerable time and were being given 
sulphonamide drugs. He advised that the dosage should te 
reduced and that they should be given blood transfusions. 
No special care was exercised in the selection of the donors, 
it being assumed that all normal human blood contains 
bactericidal Brucella antibody. The treatment was carried 
out and the four patients soon recovered. 

Huddleson’s observations may prove of fundamental 
importance and have wide application. Meanwhile it 
would be of interest if others would repeat, and report of, 
this suggested treatment of undulant fever. ‘ The admini+ 
tration of small doses of sulphomamide drugs (sulphi 
diazine or sulphamerazine is recommended) together with 
blood transfusion can hardly do harm, and any treatment 
which holds out a hope of cure of this refractory disea® 
is to be welcomed. 


1Wilson, G S., and Maier, I., British Medical Journal, 1939,1, 8. 
2Ibid., 1940, 1, 47. 

3 Huddleson, I. F., Communication to the Fourth International Congress ff 
Microbiology. Copenhagen, July, 1947. 
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BY 


DOUGLAS GUTHRIE, M.D., F.R.C.S.Ed. 
Lecturer on History of Medicine, University of Edinburgh 


A year ago the birthday of ether anaesthesia was duly and fitly 
celebrated the world over. The discovery in 1846 of ether as an 
anaesthetic was the climax of an age-long search. That it was 
so long delayed is truly remarkable. Many a time down 
the ages it had been so nearly found. There had been the 
nepenthe of Helen of Troy, which brought forgetfulness of 
every sorrow ; the mandragora of Dioscorides, which remained 
in use until the Renaissance ; the 
physical methods, such as pres- 
sure on nerves or freezing, which 
have been strangely revived in 
modern times; and the mes- 
merism for which John Elliotson 
fought so hard and which was the 
favoured line of anaesthetic re- 
search at the time when ether 
appeared on the scene and, in the 
words of Robert Liston, “ beat 
mesmerism hollow.” 

In a few days the birthday of 
chloroform anaesthesia will be 
celebrated, and some may won- 

. der why we should not simply 
honour the American pioneers of 
ether anaesthesia, and leave it 
at that. Was not chloroform 
simply another anaesthetic? Yes, 
but it was more. Just as Lister 
discovered not carbolic acid but 
the antiseptic method, so did 
Simpson, eighteen years earlier, 
discover not only chloroform 
anaesthesia but an anaesthetic 
method. Anaesthesia became a 
science under Simpson’s guidance. 


James Young Simpson 


It is advisable to give some 
account of his life work, familiar 
as it must be to many readers. 
Born at Bathgate, Linlithgow- 
shire, in 1811, James Simpson 
was the son of a baker whose 
family was large while his re- 
sources were small. Jamie seems 
to have been an unusually bright 
child, filled with that insatiable 
curiosity and desire for know- 
ledge which marked the youth of 
John Hunter and many another genius. The family resolved 
that Jamie should have a good education, and from early 
boyhood he was marked for the medical profession. He was 
still a youth when his parents died, but the paternal care was 
continued by his elder brother Sandy, while his sister Mary 
became to him a second mother. When he entered Edinburgh 
University he was “very poor, very solitary, and almost 
friendless,” but he soon showed his worth, graduating M.D. in 
1832. An incident of his student days turned his attention to 
anaesthesia : it was during his attendance at an operation—and 
very little imagination is required to enable one to picture the 
horrors of surgery without anaesthesia and the agony endured 
by the central figure on the table. James Simpson’s whole soul 
revolted at the sight as he left the Infirmary and sped towards 
Parliament House, resolved to exchange the profession of 
medicine for that of law. Success would have followed him 
there, or indeed anywhere. On second thoughts, however, he 
determined that he would try to relieve pain instead of running 
away from it. The opportunity was soon to come. It was 
John Thomson, the professor of pathology, whom he assisted, 


James Young Simpson 


who suggested to Simpson that he might do wel] to specialize 
in obstetrics. Thomson himself had tilled many fields—anatomy, 
military surgery, and then pathology. He had been the first 
professor of each subject, and it is not surprising that Knox, 
the tragic anatomist, called him “ the old chair-maker.” A few 
years later the chair of midwifery fell vacant. Simpson had 
set his heart on it, and he was well prepared. Many thought 
him too young, and on hearing this he determined that he 
would indeed be young. On an impulse he sat down and signed 
his application James Young Simpson. 


Appointed to the chair by the majority of a single vote, he 
now entered upon his duties with characteristic energy and 
enthusiasm. Soon he became recognized as the leading British 
obstetrician. His classroom attracted many students; his 
house was filled with those who came for healing and those 

who came to learn. To all of 
—— them he accorded generous hospi- 
tality. 


David Waldie 


All this time he was pre- 
cccupied with the mystery of 
pain, for which as yet there was 
no remedy. When the news of 
the American discovery reached 
him, he told his brother that it 
was “a glorious thought” and 
that he “could think of naught 
else.” In January, 1847, he was 
the first to use ether in obstetric 
practice. But before long it was 
apparent to Simpson, as to many 
others, that the ideal anaesthetic 
had not been found. Ether was 
slow and uncertain in action, it 
was often irritating to the air pas- 
sages, and special apparatus was 
required for its administration. 
Something better might be dis- 
covered, and Simpson resolved to 
discover it. His method was the 
simple one of self-experiment, his 
assistants also lending their aid as 
subjects for the trial of various 

“drugs. All Simpson’s friends were 
aware of his quest, and many. 
suggestions were offered. Dr. 
David Waldie, a Linlithgow lad 
who had become a chemist in 
Liverpool, thought that chloro- 
form might be worth trying, and 
Simpson acknowledged this hint 
and acted upon it. There is no 
evidence to prove that Waldie 
made any experiments on his 
own account, and certainly he 
published no results, but he de- 

serves honour for his suggestion: Another share of the credit 
is due to Simpson’s assistants, Keith and Matthews Duncan. 

For several months before the discovery the trio used to meet 

in Simpson’s dining-room at 52, Queen Street, after their day’s - 
work, in order to inhale, from no apparatus other than simple 
tumblers, all manner of likely and unlikely vapours. It was 

a bold venture, and it is not surprising to learn that Simpson’s 

next-door neighbour, Prof. James Miller, would often look in 
at breakfast-time “just to inquire if everyone was still alive.” 


The Experiment 
On the evening of Nov. 4, 1847, after several useless efforts, 
there was produced from a waste-paper basket, so it is said, 
a little bottle of chloroform which had been prepared by Prof. 
William Gregory, as Waldie’s promised sample had-not arrived. 
lt looked heavy and involatile, but Simpson poured a little into 
his tumbler. He was too well aware of the risks to permit a 


simultaneous experiment by all three observers. Very soon 


Keith and Duncan noted the effect on their chief. They too 
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sniffed the vapour from their tumblers, and soon all were 
unconscious, Duncan snoring loudly and Keith, having slipped 
from his chair in the stage of excitement, kicking at the table 
“legs. Naturally, Simpson recovered first, fully aware that he 
had discovered something “ far stronger and better than ether.” 
And so indeed it proved. Within a short time chloroform had 


** Anaesthesia ’’ at the age of 17. The first child to be born 
while the mother was under the influence of chloroform 
administered by Prof. J. Y. Simpson. 


displaced ether and had become the anaesthetic of choice all 
over the world, save perhaps in the northern States of America, 
the original home of ether. 

Of course Simpson never claimed to have discovered chloro- 
form, nor did he claim to be the first to use general anaesthesia. 
The substance chloroform was first produced about 1831 by 
Guthrie in America, Soubeiran in France, and Liebig in Ger- 
many, each chemist working independently of the others. Since 
then it had been used as an internal remedy ; 
indeed it is so used to this day. 

Simpson was, however, the first to demon- 
strate the anaesthetic properties of chloroform. 
Within a week of his discovery, on Nov. 10, he 
read a paper to the Medico-Chirurgical Society 
entitled “An Account of a New Anaesthetic 
Agent as a Substitute for Sulphuric Ether in 

Surgery and Midwifery.” The contribution was 
» printed and published on Nov. 15, by which 
time Simpson was able to add notes on the 
employment of chloroform anaesthesia in three 
cases at the Royal Infirmary. The first patient 
was a Highland boy who could speak only 
Gaelic. His name is unfortunately not known 
to us. From his arm Prof. Miller removed a 
large sequestrum of the radius, Simpson acting 
as anaesthetist. It was natural that Simpson 
should also introduce chloroform into obstetric 
practice. The first child whose mother enjoyed 
its beneficent influence. was the daughter of a 
Dr. Carstairs, of Edinburgh, who was duly 
christened “ Anaesthesia.” Her career cannot 
be traced, but a photograph of her at the age 
of 17 stood on Simpson’s desk and he called 
her his patron saint, “St. Anaesthesia.” 


Room at 52, Queen Street, Edinburgh, in which anaesthetic value of chloroform. 
was discovered. 


John Snow 


It now seemed as though chloroform would fulfil the anaes- 
thetic ideals of efficiency and safety. ‘“ Never mind the Pulse 
but watch the breathing carefully,” was the watchword of 
Simpson and his disciples. Lister-wrote a most valuable Paper 
on chloroform anaesthesia, which is still well worth readin 
and he stated that Syme had performed five thousand prsens 4 
tions under chloroform without a death which might be attri- 
buted to the anaesthetic. Lister’s paper appeared in 1861, But 
long before that date a disquieting series of deaths had been 
reported from various quarters, and the safety of the new 
anaesthetic had been called in question. Attention was now 
turned to the need for accurate dosage to replace the somewhat 
haphazard “rag and bottle” method. 


Among those who promoted the safety of chloroform 
administration by new dosimetric methods was John Snow 
who had already won fame by proving that cholera was = 
water-borne disease. Turning his attention to anaesthetics, and 
especially to chloroform, he was the first in Britain to limit his 
practice to anaesthetics, and it was he who administered chloro- 
form to Queen Victoria at the birth of Prince Leopold and 
subsequently of Princess Beatrice. The name of Snow wel] 
deserves to be linked with that of Simpson. Although chloro- 
form lost some of its popularity when its safety was questioned, 
it retained its place as the principal anaesthetic until the turn 
of the century. Indeed, the words anaesthesia and chloroform 
became synonymous, and the verb “to chloroform” was in 
constant use. As time went on, the use of ether was revived. 
There was a contest between ether and chloroform ; new mix- 
tures, new sequences of other vapours and gases, were used ; 
premedication by various narcotics came into fashion, and 
anaesthesia gradually became one of the most exact and precise 
of the medical specialties. 


Simpson the Many-sided 


Of the modern position of chloroform in anaesthetic prac- 
tice I am not qualified to express an expert opinion. No 
doubt the Centenary Celebration to be held in Edinburgh 
next week will call forth opinions regarding chloroform as 
used to-day from expert anaesthetists who can speak with 
authority. But perhaps one may be allowed to conclude this 
note by a few further remarks on the discoverer, Sir 
James Young Simpson, who became the first Scottish medical 
baronet in 1866, four years before his death. Although chloro- 
form anaesthesia was his greatest achievement, it was by no 
means his orily claim to distinction. He wrote voluminously 
on homoeopathy, on “ hospitalism ”—his suggestions have quite 
a modern flavour—and on many another sybject. In his 
promoter’s address at the Edinburgh Graduation Ceremony of 
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1868, he remarked that “by means of electric lights the human 
body might one day be rendered transparent. “Thus he 
prophesied Roentgen’s discovery. Simpson’s greatest campaign, 
and one on which he laid much stress, was his advocacy of a 
means of controlling haemorrhage by means of needles, so as 
to avoid the silk ligature which promoted and perpetuated 
sepsis. Acupressure, as he called it, brought him into conflict 
with surgeons, who resented his encroachment upon their 
domain. The introduction of the antiseptic method, strangely 
enough, was opposed by Simpson, who asked Lister to show 
his “ mythical germs.” Nevertheless this method led Lister to 
jntroduce the catgut ligature. There was then no need for 
acupressure, and soon it was entirely forgotten. The versatile 
outlook and abounding energy of Simpson could not be limited 
by his own specialty of midwifery, although he advanced that 
science in no small way. Nor did he limit his investigations 
even to the wider field of medicine and surgery, although he 
contributed to both. 

In some strange fashion, amid the claims of a huge practice 
and of many medical,interests, he found time to establish him- 
self as an authority on archaeology. His essays may still be 
read with interest—on Scottish charm stones, on medical officers 
in the Roman Army, on leprosy in Scotland, to mention only 
three, written with a conviction that reveals his wide and 
varied store of knowledge. 

Simpson believed in living strenuously. But even his happy 

ion of the ability to fall asleep at any time or in any 
circumstances did not altogether relieve the heavy strain imposed 
upon his sturdy frame. He fell a victim to coronary throm- 
bosis, “the doctors’ disease,” and died in his fifty-ninth year. 
He earned the gratitude of many a sufferer, and it is fitting 
that he should be remembered to-day and honoured for all 
that he did, especially in his great service to the science of 
anaesthesia one hundred years ago. 


A METHOD OF ABDOMINAL PALPATION 


BY 


E. W. PRICE, M.B., B.Ch., D.T.M. 
Pimu Mission Hospital, Belgian Congo 


The conventional method of abdominal palpation, with the 
patient supine with (or without) the legs drawn up and with 
(or without) a cushion under the shoulders, though generally 
sufficient, is sometimes difficult on account of the tonicity of 
the abdominal muscles, the amount of fatty tissue, or the 
inability of some patients fully to relax the abdominal wall. 
This inability may be the result of nervousness or misunder- 
standing, or even a desire to be helpful. Moreover, the placing 
of the hand beneath the lumbar region for palpation of the 
kidney often causes the patient to lift himself in a desire to 
help, though actually it makes palpation more difficult. 


In tropical practice, where patients are more numerous, the time 
taken in explaining to an uneducated native that he must. lie on the 
couch, on his back, and not keep lifting his head to see what is 
being done, is another disadvantage; besides which, a chair or table 
is not always available in itinerant practice, and the native bed is 
too low for convenience. The alternative—of laying patients on 
the ground—is tiring if there are many to examine. 

Such considerations led to a search for a method which would 
assure complete relaxation of the abdominal wall, which would dis- 
pose of the need for a table or chair, and which would avoid the 
time spent in placing the patient suitably on a table for examination. 
The thick fatty abdominal wall common in European practice is 
relatively uncommon in Africa. The method to be described was 
Suggested first by remarking the ease with which one”can examine 
the spleen of a child if he is made to bend forward and hang the 
head down. Nicholson’s method (of restraining thoracic respiration 
with one hand) has the disadvantage of maintaining one hand in a 
state of muscular tension while trying to palpate with the other. 
Marshall (1933) described a “dangle” method similar to that of 
the palpation of the spleen referred to, but with the patient seated 
and the surgeon standing behind. . 

The following method is recommended because of the complete 
relaxation afforded, the fact that neither chair nor table is essential, 


‘though a chair is useful, and because an uncooperative patient, 


breathing normally, cannot contract his abdominal muscles in this 
Position and thus frustrate the examination. 


Details of Procedure 

The examiner stands on the patient’s right, and instructs him to~- 
bend forward with his arms and head dangling down. The patient 
may be standing or sitting. The examining hand (the right) is passed 
between the hanging right arm of the patient and his abdominal 
wall, then right across the abdomen until the left anterior superior 
iliac spine is felt. It is much easier in palpating to pull the hand 
back than push it forward. The left hand is placed on the patient’s 
back opposite the palpating hand and its position changed with that 
of the latter. This hand serves to steady the patient and also to 
act as counter-palpation to the hand on the abdominal wall. 

The routine examination is as follows: Starting at the left anterior 
superior iliac spine, the hand is drawn inwards and upwards along 
the iliac fossa to palpate the iliac colon and iliac glands. The 
ureter is sought (and is often palpable in thin patients) at the pelvic 
brim (Tourneux’s point). Returning then to the iliac colon, its 
course is followed upwards to the subcostal region. The left hand 
then pushes forward in the left costo-vertebral angle to facilitate 
palpation of a kidney. One then feels for the spleen. Crossing 
the upper abdomen, the right lobe of the liver is palpated beneath 
the costal margin, and often one can flip it across the fingers and 
so estimate its consistency, size, and surface. This examination is 
made easier if the fingers are hooked under the costal margin. The 
region of the gall-bladder is also palpated. The left hand, which has 
followed the right across to the patient’s right, now presses forward 
with a view to palpation of a kidney, and the right colon is then 
followed down to the caecum, and the right ureter is also sought. 
Finally the examining hand is replaced across the lower abdomen . 
and the suprapubic and the inguinal regions palpated. In a lax 
abdomen with thin walls it is often possible to pass the fingers into 
the pelvis from above, giving the sensation of putting the hand into 
a basin covered with a blanket. If necessary, the examination can 
be completed with a bimanual examination of the prostate. 


Comment 
The advantage of this method, apart from those stated above, is 
that the whole abdominal palpation is bimanual, allowing thus for 
a more definite impression of the consistency and extent of any 
palpable structure. The simple downward palpation of the con- 
ventional method fails somewhat to assure this, in that the counter- 
pressure is made by the inert couch. ' 


REFERENCE 
Marshall, C. Jennings (1933). British Medica Journal, 1, 413. 


DEAF-MUTISM IN SWITZERLAND - 


Prof. Ernst Hanhart, of the University of Zurich, who has been 
working for many years on problems of genetics in certain 
selected Swiss populations, paid his first visit to England on 
Oct. 7 to deliver the Galton lecture—the first for eight years— 
at University College, London. His subject was human genetics, 
with special reference to deaf-mutism and other abnormalities. 
In Switzerland the average number of deaf-mutes has been 
given as 24 per 10,000 population, as compared with only 8 per 
10,000 in Europe as a whole. Prof. Hanhart said that Switzer- 
land was an excellent theatre for genetic study because of the 
many villages which had been virtually isolated for centuries. 
He had a number of family histories going back to 1600, and 
the standard of observation by general practitioners and 
hospitals was so high that few-importartt cases of variation were 
missed. Even now, in a time of change, very few movements 
of population disturbed these quiet valleys, and complete family 
pedigrees could be collected without much difficulty, In almost 
every region of Switzerland records of family histories were 
available, and fortunately there was very little venereal disease 
to complicate the picture. The frequency of pathological 
mutations was relatively high among these inbred communities, 
where the marriage of cousins and incestuous unions were not 
infrequent. At the same’ time there were inbred communities 


' which showed almost no pathological mutations. 


Prof. Hanhart’s lecture was illustrated by some elaborate dia- 
grams showing pedigrees in which cases of deaf-mutism and 
of diabetes mellitus occurred sporadically. His investigations 
had extended over twenty-five years, and he had endeavoured to 
consider not one character or condition alone but all the accom- 
panying constitutional features. In one village with 2,400 in- 
habitants near the eastern end of the Lake of Geneva there were 
49 deaf-mutes. Deaf-mutism might appear in an ancestor and 
not be repeated for two successive generations, then reappearing. 
In one instance a man in this region married a woman 
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from another region, so that no question of consanguinity arose, 
but the woman had two deaf-mute sisters, and the children 
of this marriage, nine in number, included three deaf-mutes. A 
man not a deaf-mute, but with deaf-mutism in his ancestry, 
married twice and by each marriage had deaf-mute children. 
Another example of these strange and wayward manifestations 
was of twins, a deaf-mute boy and girl with normal hearing. 
The reputed father was a deaf-mute, but on further inquiry, 
including blood tests, it was eventually shown that the twins 
were born of an ‘incestuous union between the mother and her 
own father. 

Although it was to be expected that when two deaf-mutes 
married all their children would be deaf-mutes, this did not 
always occur. He had one case where the child of such a 
union, born a deaf-mute, was able later to hear and to speak. 
He declared himself strongly against the sterilization of deaf- 
mutes. Deaf-mutism was sometimes seen in association with 
cretinism, but cretinism was produced by other factors and had 
now largely disappeared from Switzerland as a result of the 
much better feeding of the people. He protested against the 
idea that deaf-mutism necessarily went with feeble-mindedness. 
The greater number of these deaf-mutes were intelligent and 
conscientious workers, not to be distinguished, except by their 
deaf-mutism, from the general group. Prof. Hanhart also 
showed the family histories of nearly one hundred cases of 


‘diabetes mellitus. A number of families, he said, carried two 


mutations—deaf-mutism and some derangement of metabolism. 


NEW CONTINENTAL HOSPITALS 


A delegation from Charing Cross Hospital was sent recently by 
King Edward’s Hospital Fund for London to study methods of 
hospital design and planning in Europe. It consisted of three 
members of the medical staff (Mr. Norman Lake, Dr. H. W. 
Vines, and Dr. Doyne Bell) and one experienced hospital lay 
administrator (Sir John Stewart-Wallace). Five hospitals were 
visited, namely, the Biirgerspital at Basle, completed in 1945, 
which was the subject of an illustrated article in this Journal 
(Oct. 5, 1946, p. 500), where it was described as a landmark in 
municipal hospital building ; the Polyclinic at Zurich, also com- 
pleted in 1945, together with the special hospital for children in 
the same city ; the Beaujon Hospital at Clichy, Paris, completed 
in 1935, and the new Southern Hospital at Stockholm, com- 
pleted in 1944. All these hospitals are owned and controlled by 
the city, or in Switzerland by the canton, not by the State. 

In a long report to the committee of the Fund the delegates 
begin by pointing out that hitherto the planning of a hospital 
has been left largely to the architect, but, inasmuch as the 
hospital is an apparatus to be worked by doctors for the benefit 
of patients, both doctors and patients ought to be invited’ to 
share in the planning from its earliest stages. One of the 
striking features which impressed them on their tour was the 
extent to which on the Continent the experimental approach 
towards reconcilement of conflicting claims and the main- 
tenance of a balance between various interests has replaced 
tradition in the solution of problems of hospital organization. 
For example, at Stockholm even the walls have been shifted 
to try out various patterns of floor spacing, and at Zurich a 
hut was attached to the old hospital building with all the 
services laid on, and here patients were admitted over a period 
of two or three years. The advantages and shortcomings of the 
differen} arrangements were discussed at periodical meetings of 
the planning committee, and the final decisions were made 
accordingly. 

Variations in Planning 

The Beaujon Hospital, Paris, is a vertical building of four- 
teen floors—an exaggerated reaction from the pavilion type. 
Unfortunately, although the hospital is built vertically, the 
departments are planned laterally in the attempt to make each 
floor an independent unit. The new Polyclinic at Zurich is 
part of an extensive rebuilding plan of the Zurich Hospital 
Centre, and is partly under the control of the cantonal health 
department as a public hospital and partly under the education 
department as a university school. The new hospital at Basle 
contains some 700 beds for general surgery and medicine, with 
an isolation block for infectious diseases and tuberculosis. The 


Stockholm hospital is a massive building with the fig 
relieved surfaces which are a characteristic of Swedish do brs 
architecture. When completed it will take 1,200 patients 
The form of these large hospitals seems to be fairly standard. 


ized on the principle of two separate blocks, one for in-patient 
and the other for out-patient services, the two being connected 
by transverse corridors. The central administration rooms are 
sited in the main hospital building, not in a separate block. In 
all except the Paris hospital there are private beds for the use 
of honorary members of ‘the staff. At Basle there are 39 
private beds of the first class for which patients pay full Private 
fees, and 70 of the second class for which reduced fees are 
paid. At Stockholm there are 93 private beds, an average of 
five or six for each department head. The methods of internal 
administration differ. At Basle there is a hospital committee 
of management appointed jointly by the canton and the town 
and containing two medical members, with an advisory com- 
mittee consisting of the heads of the departments. There is a 
lay director at Zurich and a medical superintendent at Stock- 
holm ; at Paris the visitors failed to discover whether the head 
of the hospital was medical or lay. 

All the hospitals are planned on the basis of the clinic as a 
unit, with a professor or someone of similar standing at its 
head. The position carries with it at most of the hospitals 
the right to practise privately. In Sweden and Switzerland the 
heads of departments are provided with good suites of rooms, 
including rooms for consultation and examination. At Basle 
they are paid about £45 a month for their hospital work, and 
also receive private fees and a capitation fee of about 6s. an 
hour for each student. Swiss professors have a number of 
Official assistants who, at Basle, are paid about £600 a year, 
and below them are house officers whose salary is £420. At 
Paris there is a special building of flats for married medical 


and technical staff ; the building is said to house 40 families. 


Shortage of nurses and domestic staff seems to exist everywhere. 


European Hospitals and Medical Teaching 


None of the hospitals mentioned is a full teaching school in 
the British sense ; students attend only for clinical instruction. 
In Paris the unqualified students seem to be used freely ‘in 
positions of some responsibility. A department may be staffed 
by the senior chief of the service, with, under him, a house 
officer who is often not fully qualified, and with four student 
externs. If .the students wish to do so they can become 
externs after one year’s clinical training, and remain as such 
for four years. Then they can become interns for four years 
more. In Sweden the medical course extends for eight years— 
three years’ pre-medical and pre-clinical and five years’ clinical 
work. 

The report contains a vast amount of useful detail on such 
matters as ambulance unloading arrangements, night services, 
mobile bed equipment, nursing organization, preparation and 
service of meals, and siting of kitchens. The two-bed room is 
met with fairly frequently—an arrangement which was not 
popular at the new Queen Elizabeth Hospital, Birmingham. 
The delegates suggest that a 25-bed unit might be most profit- 
ably arranged by having two rooms each of eight beds, one 
room of four beds, and five single‘rooms. At Stockholm two 
units, each of 16 beds, are looked after by one assistant doctor. 
Three of these double units, with a few private beds, make a 
medical clinic, and four a surgical clinic. In the operating 
units nothing outstandingly new was found. In all cases the 
unit was planned about a central corridor with the anaesthetic 
room on the opposite side. At Stockholm there are 28 theatres. 

The delegates crystallize their impressions in some forty 
conclusions. We quote a few: ¢ 

Beauty in every aspect of hospital life is of first importance, not 
only in the external aspect of the buildings and in their harmony 
with their surroundings, but in the size, proportions, light, and decora- 
tion of the interior. There should be a high measure of flexibility 
in all arrangements for the nursing and other staff. There should be 
opportunity to live in or out for trained nurses. The most suitable 
unit of beds forming a ward under the charge of a single sister 
seems to be 24 or 25. Within the unit the largest bedroom should 
contain not more than eight and not fewer than six beds. 

It is probably desirable that the out-patient department should be 
physically separate from the in-patient block. The maternity depart- 
ment, as regards both in-patients and out-patients, should also be 
physically separated from the departments dealing with general 
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: mfort of the out-patients should be carefully studied 
ee sovision of chairs and tables instead of benches in waiting- 
halls and reasonable provision of canteen facilities at certain points. 
Air-conditioning is essential for operating theatres and x-ray rooms, 
but not necessarily for the general hospital. The installation of 

eumatic transmission shouid be carefully considered as a means 


of saving manpower. 

It is to be hoped that the report will be studied by those 
responsible for hospital administration and planning in Britain, 
where it may well affect future policy. 


= 


Preparations and Appliances 


CONTROL OF HOT-AIR STERILIZATION OF 
SYRINGES 


Drs. J. COLQUHOUN and ARTHUR JorDAN, of the Royal Sheffield 
Infirmary and Hospital, write : We have been developing the 
use of all-glass syringes sterilized by exposure to a tempera- 
ture of 160° C. for one hour. Experience showed the need for 
a check on both time and temperature, since apparatus was not 
entirely satisfactory and personnel were largely unskilled. We 
were familiar with the use of control tubes which changed 
colour when autoclaving was adequate, and we approached the 
makers for something similar, to change colour at a temperature 
of 160° C. after one hour. They were able to produce such a 
tube, and in use it has proved satisfactory. The control tube 
is placed in the barrel of a syringe enclosed in a glass tube as 
are the other syringes ; thus penetration of the heat to the inside 
of the items to be sterilized is verified. 

These tubes led us to detect that the temperature on different 
shelves of a hot-air oven could differ : with a thermometer we 
found differences of up to 15°C. In the light of this finding we 
feel that sterilization for one hour in a hot-air oven with a 
single thermometer which reads 160° C. or more the whole time 
is not necessarily adequate sterilization, and more control is 
needed. 

The control tubes are made by Messrs. A. Browne and Co., 
Chancery Street, Leicester. 


Reports of Societies 


THE RENAL CIRCULATION , 


A meeting of the Section of Experimental Medicine of the 
Royal Society of Medicine was held on Oct. 21 for a discussion 
on the renal circulation. 


Radiographic Interpretations 


Dr. A. E. BarcLay introduced the subject by describing 
investigations which had been undertaken at the Nuffield Insti- 
tute for Medical Research, Oxford. The growth of the clinical 
use of radiology, he said, had been phenomenal, not only in 
volume but in value, yet radiology had been frequently ignored 
as a means of approach to experimental studies. One of the 
great virtues of radiology was the opportunity which it offered 
of studying function without operative interference. It was 
necessary only to mention in this connexion the gastro-intestinal 
tract, the gall-bladder. and the kidney. Again, in studying 
dust excretion from the lung it was possible by using radio- 
opaque dusts to see the distribution in the lung field of the 
living animal. The study of renal circulation had also benefited 
greatly from radiological investigation. 

In the work on the renal circulation Dr. Trueta and Dr. 
Barnes, who came to the Nuffield Institute in 1941, had made 
a special study of renal ischaemia and the crush syndrome. A 
simple technique was developed by which, with the assistance 
of a radio-opaque substance, radiographs were taken at stated 
intervals of the lower abdominal aorta. In September, 1945, 
a team was formed to investigate the changes which occurred 
in the kidney in the crush syndrome—a study which was 
accelerated when presently adequate supplies of thorotrast 


. became available. This substance proved satisfactory and had 


no effect on the blood pressure. The method of cine-radio- 
graphy was at first employed, but this was expensive, and the 
actual picture was too limited in size to be very useful. Cine- 
tadiography had now been superseded by large still films 
(38 x 15 cm.) which included the whole abdomen. Rabbits were 
used in the experiments. As soon as the animal was anaesthe- 
tized a series of films was taken at intervals of 3 or 6 seconds, 
so as to get the control picture, and then a tourniquet was 
applied or other procedure adopted and a further series of 
films was taken at the same intervals. Comparison of the two 
series showed that the procedure caused large changes in many 
of the vessels, including the renal artery and renal vein. 

The most constant observation was that with the tourniquet 
the renal artery was diminished in diameter and the renal vein 
greatly increased. The tourniquet technique was tedious, and 
experiments were made to find out whether electrical stimula- 
tion to the proximal end of the cut nerve could be used instead, 
and this was found to be effective. Prolonged anaesthesia 
by itself did not appreciably affect the measurements of the ~ 
vessels. Various drugs were also tried without any significant 
effect. Severe haemorrhage reduced the size of both the renal 
artery and vein. It was suspected that the changes found in 
the tourniquet experiment were due to a nervous action, and 
this was confirmed by further investigation. The blood was 
shown not to be taking its normal course but to be short- 
circuited in some way. 


Characteristics of Blood Flow 


Dr. J. Trueta followed with a pictorial description, accom- 
panied by many lantern slides, of the renal circulation. He 
said that this work had occupied a little more than three years. 
To begin with, it was suspected that the effect produced on 
the renal vessels by a tourniquet could be reproduced by elec- 
trical stimulation of the splanchnic nerve. Experiments were 
carried out on rabbits in which the nerve was sectioned and 
stimulation was applied by means of faradic current. Methy- 
lene blue was then injected into the renal artery and was shown 
to distribute itself in a strange pattern which had not been 
observed before. They had had a suspicion of some anasto-. 
mosis or short-circuiting occurring in the kidney, but they 
had not known which were the vessels concerned or their 
calibre or arrangement. Dr. Trueta drew attention to the 
arrangement and structure of the glomerular vessels as shown 
by means of thorotrast and other opaque media. The filling 
of the vasa recta in the rabbit was also shown. Another ° 
example was the cortical ischaemia produced by injection of 
staphylococcus toxin. The short-circuiting mechanism had 
been repeated in the cat and other animals. He mentioned 
that more than 700 radiographs had been studied in the course 
of this work and the movements observed had been analysed. 
In one example a tourniquet was placed around the thigh of 
the animal and an injection given, with the result that there 
was a great concentration of the contrast medium in the cortex, 
with complete emptiness of the medulla ; but it had been shown 
to be possible to prevent the action of the tourniquet by 
Splanchnic section, and after an interval the cortical circula- 
tion was seen to be closing and the medullary circulation 
opening. 

This work was still being pursued, and a new x-ray pro- 
cedure was being employed with a special technique as a result 
of which the glomeruli could be seen in great detail. He 
showed a remarkable series of x-ray pictures illustrating the 
stages and vagaries of renal circulation, the cortical ischaemia 
following the application of the tourniquet, and the different 
result when the tourniquet was applied after splanchnic sec- 
tion. He also showed “ neoprene” casts illustrating true juxta- 
medullary arterial degeneration, and radiomicrographs of the 
cortex and capillaries. 

Dr. J. F. HEGGiE showed some illustrations complementary 
to those already shown by Dr. Barclay and Dr. Trueta con- 
cerned with the experimental production of cortical necrosis 
in the rabbit, with special reference to glomerular circulation. 
He said that when the right renal blood flow was measured 
directly in the normal anaesthetized animal by the method of 
Dunn, Kay, and Sheehan the rate was found to lie between 
2 and 4 ml. per gramme of kidney substance per minute, usually“ 
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between 2.5 and 3 ml. 
suspended in serum was injected into the renal artery in the 
normal anaesthetized animal at the same rate as the blood 
flow therein for 3 seconds and the ‘pedicle immediately clipped, 
the renal vascular architecture was clearly demonstrated, and 
the pigment was found in the intra-interlobular arteries and 
afferent glomerular arterioles and glomeruli, and the essentially 
glomerular character of the circulation was confirmed. The 
efferent vessels of the glomeruli situated near the medulla, to 
which in 1941 the speaker gave the name juxta-medullary 
glomeruli, provided the supply to the medulla, and this, he 
suggested to Drs. Barclay and Trueta, was the explanation of 
the short-circuit which they described in their preliminary 
report. These vessels were wide and ran a fair length before 
they broke up to form the very rich capillary network around 


.the tubules of the medulla, the ellipse of Henle, and the collect- 


ing tubules. 

It was found that the glomerular volume in the normal rabbit 
changed five times each second. These velocities were not 
altogether unexpected having regard to the fact that the 
glomerular capillaries were interposed between two arterioles 
in which the pressure was high. In less “acute” experiments, 
if the total renal minute volume remained the same and if the 
medullary pathway alone was operating, then the glomerular 
volume was changed 30 times each second and the velocity 
proportionately increased ; but if the juxta-medullary glomeru- 
lar capillaries were dilated (and they could accommodate the 
normal glomerular capillary volume) the rate of change was 
five times per second and the velocity in the dilated capillaries 
was still normally 1.25 mm. per second. 

Dr. E. M. Darmapy said that cortical necrosis following 
severe accident was not a very common finding. There were 
certain features found histologically in such cases which did 
not fit in very well with the findings shown that evening. The 
bloodless glomeruli, the puncture of the vein at the glomerular 
area, and the congestion of the parts in the medullary zone 
were among these. He felt that it was not quite fair to com- 
pare the findings in the rabbit with the human at this stage, 
because one knew that experimentally it was very easy to 
induce an ischaemia by traction on the kidney. They should 


‘be guarded before arguing from the rabbit to man. 


Dr. R. H. PARAMORE said that he had made attempts to 
explain “the lesion in the cortex in eclampsia and in certain 
cases of pregnancy after, for example, accidental haemorrhage 
(though only in concealed accidental haemorrhage, not when 
blood escaped), and in such cases it seemed to him that the 
kidney was compressed and that the urine secreted could not 
get out. There was blood stoppage through a part of the kidney 
and the pressure of the kidney was increased. It seemed to him 
that mechanical factors were extremely important. 

The President of the Section said that he had been studying the 
circulation in the liver by means of the injection technique, 
and he had seen some phenomena which were very similar to 
those described in the case of the kidney. The thing which 
impressed him also was the mechanical factor, the swelling of 
the liver parenchyma, which dammed the blood back into the 
portal circulation. 


The 291ist annual Harveian Oration was delivered on St. Luke’s 
Day, Oct. 18, at the Royal College of Physicians, by Dr. C. E. Lakin, 


‘Consulting Physician to the Middlesex Hospital, who chose as his 


subject “ Our Founders and Benefactors.” He said that the College 
was a Royal Foundation, having been founded in 1518 by Henry 
VIII at the instigation of one of his physicians, Thomas Linacre. 
Linacre was one of a group of men, including Grocyn, Dean Colet, 
Sir Thomas More, and Erasmus, who were profoundly influenced by 
the Revival of Learning and who took an active part in it. The 
foundation of the College and the revived interest in medicine were 
the direct result of that remarkable mental awakening. Among 
the benefactors mentioned were John Caius and Dr. William Gilbert. 
He pointed out the three stages in the evolution of knowledge as 
exemplified by these investigators. Linacre looked to the past and 
recaptured the knowledge of Aristotle and the old philosophers ; 
Caius was deeply steeped in the same learning but turned to the prac- 
tical investigation of nature; while William Gilbert steadfastly looked 
forward, and by introducing the experimental method into research 
may be said to be the first English modern scientist. 


When finely particulate carbon . 
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Soviet Science 


Sir,—Your leading article on “Genetics and Science ; 
US.S.R.” (Oct. 18, p. 616) will not fail to stir the omelet ah 
its readers ; it also stirs reflection. What is happening in - 
Soviet Union is no haphazard attempt at security but a deliber 
ate policy based upon a historical theory, a theory concerning 
the evolution, advance, and prosperity of a nation or of a 
group of any “beings.” The theory may be shortly stateq os 
one which ascribes all these possibilities to war between 
opposites. War within, war without, are the productive habits, 
productive in a nation of these events. 

This theory is in flat contradiction to the facts that are in 
the files of that study of relations which we call science and 
most clearly in the part of this study which gives a historical 
account of the relations within and without living organisms. 
The relations to which biological science ascribes what equili- 
brium and evolution have been exemplified by organisms (and 
a nation is an organism in potential equilibrium) may be 
generally stated as the union or mutual balancing of comple- 
mentaries. There is pressing need to-day not for a new 


philosophy but for a plain declaration by science of this genera] | 


induction from its studies, and an exposure of the falsehood 
and fallacy from which the policy described in your article jg 
derived.—I am, etc., 


Wantage. K. W. MONSARRAT, 


Education for General Practice 


Sir,—At the beginning of the article by Dr. John Rickman 
on “ Psychology in Medical Education ” (Sept. 6, p. 363) tribute 
is paid to the teaching which many young doctors get from 
their principals in private practice ; but the writer does not go 
on to include the general practitioner in his scheme of teaching 
for the student: It would be so easy to arrange—a panel of 
teacher-practitioners chosen by their fellows, and students 
giving two nights a week in their final year to sitting in at a 
surgery, helping with medicines, and going out to late calls 
with the doctor. Most students would think it fun and be grate- 
ful for it and learn a great deal, and the older men would at 
long last get some recognition from their own profession of 
the good work they do. 

The general practitioner is a lonely man. He is too busy to 
meet his fellows, and in a poor district of London, say, perhaps 
the only chance of understanding from his fellows and chance 
to talk about his cases is with the medical officers of the local 
L.C.C. hospital. They probably never meet, but they do talk 
on the telephone. The average H.S. or H.P. of a teaching 
hospital is so afraid of being “snagged” and is therefore so 
cocky, and in any case changes so often, that the general 
practitioner gives up quickly all hope of any fruitful medical 
contacts with even his own hospital. 

As this letter shows, I seem more interested in the general practi- 
tioner than in the student, but they cannot be separated. The 
student can teach the doctor the latest in medicine. At present he 
has to rely on the drug-house man (who often does this very well), 
I have the liveliest memories of pleasure in being taught by my 
principals and teaching them too, and later on when I had an 
assistant myself. I would hold that the house job and the assistant- 
ship in general practice are equally necessary and honourable for 
anyone starting a medical career. This, I feel, should be officially 
recognized with honours of some kind for the teacher-practitioner 
(honorarium or title). 

So much has been taken away from the general practitioner (and 
the patient)—the satisfaction of fee-giving and taking (still recognized 
by the patient, who feels that the private doctor’s medicine must be 
better than the panel-doctor’s), the pride in the practice which he 
inherited from a good man and which, he could only dispose of to 
a successor tried and approved of by him and his patients, the 
teaching he used to do, the sense of undivided allegiance to his 
patients, the loss of dignity associated with form-filling, with tuber 
culosis officers who treat your patients without by-your-leave, Ministry 
of Health doctors who examine your panel records (I know of no 
panel doctor who does not stay out all day the Ministry doctor 
comes, and does not grind his teeth with rage for days after), the 


Ministry referees who discount your certificates and continually 


remind you that you serve two masters. 
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a die-hard, but I am sure that the satisfactions in a 
oy practitioner's life are now very much less than they “gers 
be and the dissatisfactions more. After all, what is the 4 = 

y eeati people to be doctors if being a doctor is no fun 
ciwing. could be brought back to general practice it would be 


pore fm tomy should go on side by side 
kman suggests that anatomy 
casualty. I entirely disagree with this. A — 
ye his anatomy and physiology has quite enough to deal wit 
eotonally. It is his “latency period,” as it were, as a student. 
him learn to deal with the body, dead, get to know it and be 
oo id of it, and enjoy the nice machines of physiology first. 
— Genving of affect common to the life of the dissecting-room 
ine proposal were followed) might lead to a greater carrying 
é of this mental attitude into relations with patients; or alterna- 
Svely some of the students would never learn their anatomy. 


The student nursing orderly is a first-rate idea. This, I think, 
would go well with the anatomy-room time or even earlier if 
the student is doing his First M.B. at hospital. (Why should 
he not earn his keep part of the time in this way?) It would 
be 4 more limited responsibility and. give chances for the ex- 
pression and learning of gentleness (the student when he is in 
casuajty is already a doctor, diagnosing and prescribing treat- 
ment). In the wards he would help to lift the heavy patients 
or make beds or learn to fix pillows (in general practice this 
was the most valuable single bit of knowledge that I had). 
[ truly believe he would be willing to sweep floors and empty 
pans! I wish it could come true. Lastly, that footnote on 
the quack is a masterpiece. But should it not be admitted that 
the quack may be sometimes more imaginative than his 
contemporaries?—I am, etc., 


London, N.W.1. JaMeES M. TAYLOR. 


Penicillin for Infected Hands , 


Sir,—Frank D’Abreu et al. in their article on penicillin and 
the treatment of infected hands (Oct. 18, p. 603) proved one 
general rule—that if patients with septic hands are given peni- 
cillin in twice-daily doses of 300,000 units, in addition to other 
methods, then the loss of duty would be shorter than ‘if peni- 
cillin had not been given ; but one is not justified in giving all 
cases of sepsis of the hand routine systemic penicillin. Even 
in these days of adequate supply one still ought to economize 
in its use; therefore one has to ascertain in which cases 
penicillin will have most value. ' 

Before deciding on any treatment the following factors should 


be ascertained: (i) Degree of pain (number of nights patient 
has been kept awake) ; (ii) degree of tenderness ; (iii) tempera- 
ture ; (iv) presence of lymphangitis or adenitis. ' 

During the first six months of this year I was in charge of 
a busy casualty department and had occasion to treat some 
200 septic fingers. During this time I tried, with varying de- 
grees of success, all the recognized methods of treatment with 
a view to assessing their value. I came to the following con- 
clusions: (a) In very early cases, if the patient has pain not 
sufficient to keep him awake at night, prophylactic penicillin 
would be sufficient alone in some cases and incision avoided. 
This was shown, for instance, in the nurse (Case 8 in the article) 
who received by mistake some 500,000 units. (b) Once, how- 
ever, a patient has lost a night’s sleep due to pain, or there is 
no alleviation of the pain despite 24 hours’ penicillin therapy, 
immediate incision is always indicated. (c) The presence of 
pyrexia above 99.4° F. (37.4° C.), with or without lymphangitis 
and adenitis, calls for penicillin. 

I also tried the effects of penicillin in those rare cases of 
bone necrosis. These are the cases that, despite the above 
measures, do not respond. They are : (i) The neglected cases 
which come up for treatment only after almost all the pulp 
space has been destroyed; (ii) the rare case which, despite 
incision and penicillin therapy, fails to resolve. I have, during 
the six months under review, seen thirteen such cases. One 
begins to suspect that progress is not being made when, despite 
lack of pain and other symptoms, the finger begins to discharge 
pus profusely day after day. Radiological examination at this 
Stage invariably shows some degree of bone rarefaction. 
Systemic penicillin alone to these cases does not seem to alter 
to any extent the amount of discharge once the bone is in- 
volved. This is due to the following reasons: (i) Bone necrosis 


_is due to tension in the pulp space occluding the nutrient artery ; 


the blood supply to the bone is diminished, and the infection 
early takes a hold and the penicillin, therefore, given systemic- 
ally cannot reach the area ; (ii) the probable walling off of the 
necrosed area. Systemic penicillin was actually tried in the 
first three cases and had to be discontinued and local penicillin 
therapy instituted. ‘ 

Of these thirteen cases all but two responded well to local 
penicillin infiltrated down the sinus and around the necrosed 
area.. The two that did not respond to treatment showed, on 
radiological examination, that some two-thirds of the terminal 
phalanx had been destroyed. Both these cases, however, con- 
tinued to discharge pus after the usual operative interference, 
but after local penicillin had been infiltrated the wounds healed 
rapidly. 

The method I used was as follows. The discharging sinus 
was Cleaned out and dried as much as possible. About 0.25 mi. 
containing about 50,000 units of penicillin was injected through 
a wide-bore needle which passed through the sinus into the 
necrosed area of bone. A dry dressing was placed over the 
affected area. The dressing was undisturbed for two days. 
After removing the dressings, in many cases they were found 
to be clean and uncontaminated by pus. From then onwards 
the sinus seemed to heal very slowly but without further dis- 
charge. In the minority of cases after two days there was stil! 
a discharge, but not very profuse, and the infiltration was 
repeated. In two cases three attempts were made before the 
discharge finally ceased permanently.—I am, etc., 

Manchester. E. 

Sir,—The excellent article on systemic penicillin in septic 
hands (Oct. 18, p. 603) brings me to mention a new method 
of local application. It is effective and economical. Penicillin 
powder or solution when applied to an incision in a septic 
hand is rapidly washed away by outflowing blood and pus, 
but a small tablet can be placed in the small abscess cavity 
of, for example; a pulp infection and will remain there long 
enough for blood to clot around it. One firm makes up these 
tablets, 10,000 units to a tablet, actually for solution. 

The advantages of effective local application of penicillin 
over systemic are obvious. 10,000 units inside an abscess 
cavity wall must be worth 100,000 units outside in the blood 
stream. The incision and abscess heal so rapidly that smaller 
incisions can be made and drains dispensed with in many cases. 
Of course the method can only be used after surgical inter- 
vention has occurred, which ideally should be unnecessary 
but in practice is necessary in the majority of infected hands. 

I thoroughly agree with leaving the initial dressing for three 
days, although the patient should attend during this time for 
temperature recording, etc.—I am, etc., 

London, W.13. Joun P. Raw. 


The Harveian Orations. 


Sir,—In an, interesting article on the Harveian Orations 
(Oct. 18, p. 622) by Messrs. W. J. Bishop and F. N. L. Poynter, 
the following passage occurs: “ The oration has been delivered 
by some ‘so obscure as to make their appointment to that post 
their only claim to fame, and by men of such reputation as to 
make it their smallest title to distinction.’” The quotation 
given between inverted commas is theirs, but they do not state 
whence it comes. The authors go on to say: “ The names of 
Akenside, Arbuthnot, Garth, Mead, Heberden, and Baillie are 
known to all ; but who has heard of John Hawys, Charles Bale, 
Robert Hopwood, and Charles Feake?” 

I wonder whether this is fair criticism. To take the 
first mentioned, John Hawys (or Hawes), born circa 1660, he 
matriculated 1676; Corpus Christi, Cambridge ; took his B.A. 
in 1677, M.A. in 1681, M.D. in 1688, and was admitted a Fellow 
of the Royal College of Physicians on Dec. 22, 1692. He was 
Censor in 1704, 1725, 1728, and 1732; he gave the Harveian 
Oration in 1721, and was Councillor 1732-3-4. This is surely 
not an undistinguished career? John Hawys was the son of 
John Hawys (and Maud Gleame), of Wymondham, Norfolk, 
a physician and theologian who took his M.D. from Corpus 
Christi in 1660 and died on Aug. 19, 1683. His grandfather, 
also John, after taking his M.D. from the same college in 1629 
practised and died at Wymondham on Dec. 15, 1679. His 
great-grandfather, again John, was born at Walsham in 1568, 
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matriculated 1585, was admitted to Caius College, and died in 
1663. Dr. John Hawes, F.R.C.P., came to London ; he married 
in 1692 Margaret, the daughter of Dr. William Smith, of 
Chiswick, and the baptisms of his children are entered in the 
parish register of St. Helens, Bishopsgate, where he was church- 
warden in 1701. 

Among his children were William, born Aug. 30, 1704, 
ordained (Lincoln) 1728; and John, baptized March 12, 1706. 
Dr. John Hawes was buried May 24, 1736, “ at the lower end of 
the church,” his wife Dec. 11, 1741. At some time he may 
have lived in the parish of St. Albans, Wood Street, and later in 
St. Bartholomew’s Close. John Hawys may be but an obscure 
name to writers of to-day, but these few notes suggest, I think, 
that he may have been a worthy and honourable physician.— 
I am, etc., 

London, W.1. Hucu S. STANNUS. 


Miliary Appearances in the Lungs in Mitral Stenosis 


Sir,—I was glad to see that my article on “ Miliary Appear- 
ances in the Lungs in Mitral Stenosis” (Sept. 27, p. 488) had 
evoked some comment, and am particularly interested to learn 
that Dr. Haldane G. Nelson has seen three such cases within 
the last twelve months or so. Two of his cases were seen 
shortly before death from congestive heart failure and might 
well have shown radiological signs representing a combination 
of miliary stippling and congestive shadowing. I would be 
most interested to see the films. The third case he describes 
is even more interesting, though in a clearly different category, 
as it was associated with a pyrexia which responded to salicylate 
therapy. This must almost certainly have been a case of 
rheumatic lung (rheumatic pneumonitis), first described, I 
believe, by A. E. Naish. I have seen a peculiar coarse lung 
mottling in this condition, but a fine stippling of the miliary 
type has been described by Pendergrass and Leopold (J. Amer. 
med. Ass., 1945, 127, 701). 

I do not agree with Dr. Muriel O’Doherty’s views. She 
describes the pathogenesis of the miliary stippling we see in the 
finer pneumoconioses, such as the siderosis she quotes of the 
West Cumberland haematite workers. Haemosiderosis is an 
endogenous condition. My belief is that the haemosiderin- 
laden histiocytes are prevented from progressing along the 
lymph channels to the interlobular collections of lymphatic 
tissue, either by disturbed pressure relationships in the 
lymphatics due to chronic pulmonary venous congestion, or, 
as Prof. A. C. Lendrum suggests in a letter I have recently 
received from him, by the occurrence of fibrosis in the immedi- 
ate neighbourhood of the choked-up alveoli. The rosette-like 
appearances of the individual nodules I described in the magni- 
fied photograph should, according to Dr. O’Doherty’s theory, 
have a radio-opaque centre if these are due to hyaline degenera- 
tion in the centre of a fibrous nodule. Actually the reverse is 
the case, as the centre consists of a cross-section of a terminal 
respiratory bronchiolus, which is, of course, translucent. The 
finding of abundant haemosiderin-laden cells in the sputum also 
- strongly supports the intra-acinar theory. Like Dr. O’Doherty, 
I would not expect an x-ray photograph taken to-day to be 
materially different from the one seen in 1946, but my reasons 
for doing so would be different from hers.—I am, etc., 

Sheffield. E. GuMPERT. 


Treatment of Varicose Veins 


Sirn,—We surgeons rise like goldfish at feeding time to an 
article on varicose veins, but dislike clinics consisting mainly of 
them. I read with great interest the stimulating contribution 
of Prof. A. M. Boyd and Mr. D. J. Robertson (Sept. 20, p. 452). 
I think there are three ways of dealing with varicose veins. 
The first is that detailed in the above article by tying the “ head 
springs” filling the superficial veins—i.e., the internal or 
external saphenous veins and their branches and prominent 
communicating veins. I find this gives good immediate results 
and the veins often spontaneously thrombose. In two years 
or so the veins reappear, especially in the leg, and later become 
troublesome. They have refilled from lesser communicating 
veins, for the varicose condition is a progressive one. 

The second method is to tie the internal or external 
saphenous veins in one or more places and to inject a 


sclerosing fluid down them either with a hypoderm; 
needle. The results of this are also pra ever! Que 
Boyd and Robertson show, some of the fluid goes into ae 
veins ; massive superficial thrombosis often follows is 
patients some varicosities reappeared in the leg two or fon 
years later, but the trouble was never so acute ; most ‘ent 
were symptom-free. 
The third attack is to tie the internal saphenous vein ; 
groin and ankle and to scarify its mechani 
needle with a roughened head and thereby to make as A oa 
as possible that the main stem of the internal saphenous i 
permanently destroyed by thrombosis and organization “* 
addition I slowly inject a moderate amount of sclerosing i 2 
to supplement this action and to permeate into the branche 
This method has given the best effects in my hands ; 
indebted to Mr. Riddoch, of Birmingham, for the ph 
abrasion of the interior of the vein. 


I am 
ysica] 


Symptoms of Varicose Veins.—** Are varicose veins a disabiiity?” 
In most cases, in my experience, emphatically yes. A few peop 
do come because of vanity and fear of their parents’ a as. 
but on the whole, since I have inquired before and after operati 
I am surprised at the inconvenience, pain, itching, weight tiredmele 
sleeplessness, incapacitation, and expense they cause, particula 
when a recurring complication develops like phlebitis, ecz : 
ulceration, not to mention refusal of hard work and inferiorie 
feelings. 

The Incision.—I found the vertical one gave a poor aesthetic result 
and that the transverse one was inadequate sometimes. | therefore 
combined the two into a “ hockey stick” incision beginning exter 
nally in the crease of the groin and curving downwards and inward 
parallel to the scrotum or labia. Its centre is where a line starti 
at the pubic spine intersects the groin at right angles. The expeall 
is perfect and the scar inconspicuous; it is almost a “ normal” 
incision. 

Deep Thrombosis.—I was aware of the passage of some of the 
large doses of common salt into the deep veins from the fall in blood 
pressure which takes place sometimes immediately afterwards and 
also from. the occasional transient haemoglobinuria that followed its 
‘use. I still believe that it is quickly diluted into ineffectiveness, | 
now use a smaller bulk solution called P3G (phenol 2%, glycerin 
30%, glucose 30%, and gelatin 4%), 10 ml. each at the groin and 
ankle. A few swollen legs have occurred in my patients. They have 
been temporary and only cause discomfort for two to three weeks, 
and none have approximated to a white leg. The moment deep 
pain or swelling appears dicoumarol, 50 mg. t.d.s., is given and 
patients are kept about. The understandable impulse to lie up is 
restrained. 

Communicating Veins.—I would thank Boyd and ‘Robertson ‘for 
their precise location by phlebograms of the large communicating 
veins above and below the knee. They occur often enough as 
primary sources to make precise diagnosis difficult unless their 
existence is known. It is on account of their variability in place, 
number, and size that I aim to permanently destroy the entire 
internal saphenous from the groin to the ankle. A large communi- 
cating vein does rarely require individual ligature. With my patients 
most have been at the lower third of the leg, just above the ulcer 
area. I believe the full clearance of the varicose veins of the leg is 
essential for the permanent relief of dermatitis, eczema, and ulcer. 
This is one reason for the ligature at the internal maliecolus. 

Follow-up.—Finally, for the perfect aesthetic result (and this is 
the aim in hospital and private), I find that these patients require 
inspection every three, four, five, or six months, for “ tidying-up” 
injections, for three years. 


Conclusion.—The personal suffering and impairment of 
national efficiency due to varicose veins and their complications 
are enormous and generally unrealized.—I am, etc., 


London, W.1. Harotp Dopp. 


Road Accidents 


Sir,—With reference to road accidents, and particularly # 
regards the driver’s liability, neither in your leading artic 
(Oct. 18, p. 618), nor in Dr. Soddy’s paper (p. 623), nor, ine 
dentally, in my own letter which you were good enough 
publish (May 17, p. 696) is there any mention of the ikdividual’ 
ability to do more than one thing at a time, or, rather, to follow 
more than one train of thought simultaneously. Strictly speak 
ing, perhaps this is impossible, but from a practical point of 
view this mental agility is displayed in very varying degred. 
One person will apparently be able to listen to and remember 
two or more simultaneous conversations, or even play a tolerable 
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. 
i ile talking or thinking about something 
The ability or the it has 
ing on the making of a good or a bad ver. 
’ ae is 0 easy in a well-found car that it is no longer, 
in most circumstances, a whole-time job. One must perforce 
ink of more than the driving, and it is here that the trouble 
poh If one can only do one thing at a time, then when one’s 
sed wanders, which it inevitably will sooner OF later, then 
the driving suffers, and one becomes a potential danger. Many 
drivers will most of the time unconsciously react correctly to 
road stimuli, but this unconscious or subconscious reaction is 
not to be trusted, it is too vulnerable to variations of physical 
health, alcohol, and other factors. - 

When one considers such slogans as “ Keep your eye on the 
ball,” and “ Don’t speak to the man at the wheel,” it may sound 
heretical to suggest that in order to be a tolerably safe driver 
it is necessary to keep only part of one’s conscious mind on 
the business of driving, and to expect more from all drivers at 
all times is being unreasonable. But I myself would certainly 
feel safer being driven by a garrulous, agile-minded driver than 
by one who religiously kept his mind glued to the road, for in 
the latter case there would be the thought of what might happen 
when he became unstuck. 

It would be both unpractical and undesirable to submit every 
applicant for a driving licence to a psychological examination ; 
matters are quite complicated enough as it is; but this much 
could be done without any additional irritation. The car in 
which the victim is to have his. test should be fitted with a 
wireless set, which the examiner should switch on when the 
test was under way. Then if subsequently there was any doubt 
in assessing the driver’s capability—that is, if he were a border- 
line case—he should be asked what he had heard over the 
wireless while driving, and his ability to answer would sway the 
decision either for or against. A just-good-enough driver who 
answered that he was sure he hadn’t a notion, he’d kept his 
mind on his driving, would fail, whereas a similar driver who 
could give some account of the programme would pass.—I am, 
etc., 


Thame, Oxon. E. GRANGER. 


Heparin for Coronary Thrombosis 

Sir,—Prof. Lambert Rogers in an article entitled “ Advances 
in Surgery ” (Practitioner, 1947, 159, 247) cites a remarkable 
case of pulmonary thrombosis in extremis cured or relieved by 
an injection of 600 mg. of heparin. I suggest that here we have 
a drug that will prove of inestimable value for promptly treating 
cases of coronary thrombosis, and that it will save the life of 
many valuable patients, especially among doctors. It will pre- 
vent those most serious ravages to the heart muscle, and give 
time to treat the underlying arteriosclerosis with a suitable 
regimen and the use of iodides, etc., for many months. I suggest 
it should be given after the shock of the attack is treated with 
morphine, etc.—I am, etc., 

Glasgow. JOHN T. MACLACHLAN. 


*," The use of dicoumarol in coronary thrombosis was 
discussed in an annotation on Oct. 25 (p. 662).—Eb., B.M.J. 


Treatment of Neurosyphilis 


Sir,—I was surprised to find no mention of the well-known 
pentavalent arsenical called “stovarsol” in either of the two 
articles on the treatment of neurosyphilis in the Journal of 
Oct. 11. The drug is less toxic to the optic nerve than trypars- 
amide and has a spirochaeticidal action when given by mouth. 
On the other hand it may cause rashes and gastro-intestinal dis- 
turbances. The alimentary symptoms can be avoided by using 
bismuth-stovarsol (“bistovol”), which has an _ additional 
advantage because some of the bismuth is absorbed. 

I have used bistovol by mouth in about 170 unselected cases 
of G.P.I. prior to malarial treatment and have observed clinical 
and serological improvement very similar to that noted in the 
same hospital with penicillin. Moreover, the recovery rate for 
this series of consecutive admissions was 26% compared with 
only 10% recovery rate for 200 consecutive admissions treated 
with tryparsamide and malaria. The details of these results have 
already been published in the British Journal of Venereal 
Diseases, 1945, 21, 174.—I am, etc., 


Lancaster. R. PAKENHAM-WALSH. 


Pulmonary Haemosiderosis in Mitral Stenosis 


Sir,—Dr. Muriel O’Doherty’s letter (Oct. 11, p. 587) flatly and 
frankly disagrees with the pathological interpretations given by 
Dr. T. E. Gumpert in his interesting article (Sept. 27, p. 488). 
The correlation of, the skiagraphic picture with the morbid 
anatomy is, as we have already shown (Scott, L. D. W. Scott 
Park, S. D., and Lendrum, A. C., Brit. J. Radiol., 1947, 20, 100), 
a difficult enough matter, depending as it does on a correct 
reading of the morbid anatomy. The detailed histological study 
of our material (to be reported) does not support Dr. 
O’Doherty’s view that the haemosiderin-laden phagocytes 
transfer the iron out of the alveoli and lead to hyalinized fibrous 
nodules in the intralobular stroma. 

The striking fact about these cases is the persistence in the 
alveoli of the siderophores. In the immediately adjoining 
stromal tissues there is frequently seen iron incrustation of the 
elastica and the capillary walls, but no obvious haemosiderin, 
ffee or in cells, and it would appear as if a high local concen- 


.tration of soluble iron must occur around the siderophore-filled 


alveoli. I presume that the fibrous change thereafter occurring 
in these parts comes to obstruct the lymphatic pathways and so 
actually prevents escape of the siderophores from the crammed 
alveoli. 

The facts remain that a mitral stenotic showing the obvious 
skiagraphic picture of haemosiderosis may have an unchanged 
skiagraph over many months ; that microscopically the fibrosis 
is seen only in the tissues immediately adjacent to the group of 
filled alveoli ; and that despite the presence of many such groups 
of haemosiderin-containing alveoli there may be scarcely any 
recognizable iron in the lymphatics or lymph nodes.—I am, etc., 

Dundee. A. C. LENDRUM. 


Retained Placenta 


Sir,—It may interest Dr. Walter Calvert (Oct. 11, p. 589) to 


know that the method he calls “ continuous light cord traction ” 
was used by no less ancient a practitioner than the Father of 
Medicine himself. A description of the method is given in 
Smellie’s Midwifery, the introduction to which, Dr. Smellie says, 
“contains a summary account of the practice of midwifery, 
both among the ancients and moderns . . . for the information 
of those who have not had time or opportunity to peruse the 
books from which it is collected... .”* Of Hippocrates he 


says that he “no doubt availed himself of the observations of © 


those who went before him in the exercise of the same pro- 


fession.” On page 13 of my own copy (edition unknown) comes 
the following paragraph: 


“In the book de superfoetatione, after having described the 
methods of delivering a dead child, he [Hippocrates] says, if the 
secundines come not away easily, the child must be left hanging to 
them, and the woman seated on an high stool, that the foetus by its 
weight may pull them along; and lest this should be too suddenly 
effected, the child may be laid on wool newly plucked, or on two 
bladders filled with water, and covered with wool, which being 
pricked, as the water evacuates, they will subside, and the child 
sinking gradually, will gently draw the secundines away: but should 
the navel-string happen to be broke, proper weights must be tied to 
it, in order to answer the same purpose; these being the easiest and 
least hurtful methods of extracting the Placenta.’ 


What a wealth of ancient knowledge and eighteenth-century 
scholarship is revealed in the introduction to this delightful 
book!—I am, etc., 


Peaslake, Surrey. G. I. Watson. 


Bilateral Abdominal Testes with Teratomatous Change 
and Torsion i 


Sir,—I was interested to read the reports of Drs. A. H. 


Bennett and W. G. Shaw (Feb. 15, p. 256) and Dr. E. C. Chitty 
(March 15, p. 356), who respectively report cases of seminoma 
and sarcoma in intra-abdominal testes associated with torsion. 
It seems to me perhaps that it might be of interest to report a 


case of bilateral intra-abdominal testes with teratomatous change 


and torsion of the right testicle. 


Case REPORT 
At 2 a.m. on Feb. 14, 1947, a Mohammedan missionary aged 34 
was admitted to the West London Hospital with a diagnosis of 
renal’ colic. He was seen by the house-surgeon, who did not con- 
sider his condition warranted a second opinion. On the 15th his 
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renal tract was investigated as he gave a history of pain in the 
right loin radiating to the R.I.F. and groin, occasional pain in left 
loin, all of two days’ duration. Investigations were all negative. 
He was seen by me at 6 p.m. on the 15th and physical examination 
revealed lower abdominal rigidity and tenderness, particularly in 
the R.I.F. P.R.: there was slight tenderness. These physical signs 
had apparently developed gradually during the course of the day. 
Temperature was 99° F. (37.2° C.) and pulse 100. Both testicles were 
absent from the scrotum. A diagnosis of appendicitis with spreading 
peritonitis was made and operation recommended. 

A gridiron incision was made. On opening the peritoneum a 
little blood-stained fluid escaped; the appendix appeared normal, 
but a smooth-tumour was felt rising out of the pelvis. The gridiron 
incision was closed and the abdomen opened by a right lower 
‘paramedian incision, and a smooth oval tumour, dark blue in 
colour, was seen attached to the right brim of the pelvis. The tumour 
was the size and shape of a coco-nut, with the epididymis tightly 
stretched over it, and could not be delivered into the wound until 
the pedicle had been untwisted. The pedicle was of interest: it 
was attached to the brim of the pelvis, and in its proximal free 
edge ran the blood vessels going to supply it; its central portion 
was avascular and formed by two layers of peritoneum ; in its distal 
edge ran a leash of dilated veins, which on leaving the pedicle 
proceeded retroperitoneally as far as the internal inguinal ring, where 
they entered the canal. On the opposite side of the pelvis in a corre- 
sponding position lay the left testicle, which was atrophic, with the 
epididymis sitting like a cap over one pole. There was no leash 
of veins proceeding from it to the internal inguinal ring. The 
tumour was removed; no glands were found. On section, the 
tumour was found to be a teratoma. Post-operatively an Ascheim- 
Zondek test was carried out but proved to be negative. 


—I am, etc., 
St. Adbans, Herts. H. J. RicHarDs. 


Midwives and Analgesia 

Sin,—The repeated statement by the Minister of Health that 
analgesia should be provided for all women in childbirth has led 
the Central Midwives Board to encourage the instruction in 
“ gas-and-air ” analgesia of all practising midwives and pupil 
midwives. In the latter case the Board decided that after 
December, 1945, a pupil midwife shall not be admitted to the 
Roll of Midwives until she has passed a test of proficiency con- 
ducted by the specialist anaesthetist, the obstetrician, and the 
matron of an approved institution. 

The Board has now decided to combine the test of proficiency 
with the Second Examination, and a pupil midwife will be liable 
to be asked questions on gas-and-air analgesia. It would seem 
that an anaesthetist will not be present for this purpose but that 
the obstetricians, in addition to examining each candidate in 
midwifery, will be expected occasionally to ask questions on 
analgesia. In the twenty minutes allotted to the examination 
it is unlikely that an examiner will regard analgesia as a means 
of testing the candidate’s knowledge of midwifery, and it is 
unreasonable to expect that the whole of the second period of 
training should depend on the right answer to a question on 
analgesia. In these circumstances there is little doubt that the 
gas-and-air method will fall into disrepute, for no liability to 
be asked questions can replace the separate examination at 
which a high standard can be maintained.—I am, etc., 

Birmingham. B. L. S. MURTAGH. 


Hearing Aids 
Sir,—A proper device for increased hearing should give com- 
plete comfort without the wearer having to get used to undesir- 
able sounds, though practice is needed to distinguish words 


where a microphone is employed. Most American machines" 


have fragile attachments which render them expensive and use- 
less unless one is in close touch with those who can readjust 
them or replace spare parts, like garage attendants can care for 
one’s motor-car. A current demand for hearing-aids is resulting 
in far too many persons obtaining them without proper adjust- 
ment, often being influenced by a salesman who impresses them 
by an audiometer test, and more professional opinion should 
be sought before obtaining them.—I am, etc., 
Durban, F. G. CAWSTON. 


Salaries of Specialists in N.H.S. 

Sir,—Under “the heading “ Salaries of Specialists in N.H.S.” 
Dr. Maurice L. Young (Oct. 11, p. 589) refers to a principle 
which deserves general rather than particular adherence— 
namely, that the possession of a specialist qualification should 


follow a higher degree in either medicine or Surgery and tha 
practitioner should not be considered a specialist unless }, “aa 
taken that higher ime. For example, a man or woman wae 
ing to practise ophthalmology should be t POssessor 
fellowship. of a 

In my own specialty in Liverpool the principle was a 
to some years ago, not without some Opposition, that the 
appointment to a hospital should be given only to those hol 
ing a higher qualification in either medicine or surgery as my 
as the D.A.; but there is another even more inated 
instance—namely, orthopaedic surgery. Here it appears to : 
to be imperative that a would-be specialist should beF 
obtaining a diploma or mastership, have taken a fellowship of 
one of the Royal Colleges. of 

The question of-gynaecology and obstetrics is 
difficult, but having been the member of a synnecolaga a 
in a teaching hospital for more than thirty years I am of the 
opinion that here too a fellowship is most important,—] am, ete, 

Little Gaddesden, Herts. G. F. Rawpon Smrm, 


The Last Straw—Unholy Smokes ! 


Sir,—I have now to add a further reactionary notice to 
overburdened surgery door: “No tobacco certificates signed 
here.” We are requested to give our written consent toa Process 
which physiology teaches to be wholly vicious. Let the bureay. 
crat’s epitaph be: “He left no human activity untouched, ang 
touched nothing that he did not confuse.” Long may he smoke 
through the Great Hereafter—I am, etc., 

London, S.W.12. T. 


Medical Photography in B.M.J. 


Sir,—At the last committee meeting of the Medical Group 
of the Royal Photographic Society it was unanimously agreed 
that I, as Deputy Chairman of this Group,, should write ang 
congratulate you on the splendid reproduction of photographs 
published in your Journal of Sept. 27, illustrating various articles 
My Committee feel, however, that the reproduced Photographs 
would not have been possible without excellent originals, and 
that the photographers concerned should have been recognized 
and acknowledged by the authors. My Committee are sure that 
this would give great encouragement to all medical photo 
graphers.—I am, etc., 

London, S.W.7. H. MANDIWALL, 


POINTS FROM LETTERS 


Antihistamine Drug for Pruritus of Jaundice 

Dr. D. C. Witson (Inverness) writes: I,can endorse the remarks 
of Dr. R. B. Hunter and Prof. D. M. Dunlop (Oct. 4, p. 547) on 
the action of antihistamine drugs in the relief of the pruritus of 
jaundice, having recently had to treat a case of subacute necrosis 
of the -liver associated with intolerable pruritus of jaundice. 
“ Benadryl” was used in a dosage of 50 mg. six-hourly with great 
relief to the patient, especially at night, sleep being obtained without 
the use of sedatives. 


Foetal Cries 

Dr. E. J. MoynaHan (London, S.E.1) writes:, An early 18th 
century account of prenatal cries recorded in Phil. Trans. roy. 
Soc. (Abridged), 1731, 5, 305, may be of interest following 
Dr. Curphey’s recent report of a case (Sept. 27, p. 508). In ths 
account a Mr. Derham describes how he visited a Hornchurch 
woman named Clark who had given birth a week before to a boy 
“that had cry’d in her womb, at times, for five weeks.” He dis- 
cusses in a subsequent communication the opinions of those who 
held that such a thing is absolutely impossible, but goes on to say 
that he had eliminated, in the case he reported, “‘ Croaking of the 
Guts, or Womb, or the Effect of any Feminine Imagination.” He 
states that the cries were heard by the father, mother, and many 
neighbours, who assured him that the sounds heard were “ nothing 
like any, Noise of Wind, or the Guts.” He mentions Verzascha, of 
Basle, who had collected reports of many such cases, including one 
by a Dr. Needham, who told of the foetus of “‘ an English Lady 
of Quality,” which cried in her womb while she was at supper with 
her husband and her chaplain. Another instance was that of 
Christian II, King of Denmark, who was heard to cry before lt 
was born. Derham thought these cases to be well attested, bul 
admits that it is hard to account for the phenomenon. He wis 
forced to the conclusion that the foetus may have an occasionil 
respiration in the womb. 
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Obituary 


GEORGE RIDDOCH, M.D., F.R.C.P. 
Physician to the London Hospital 

unce with regret the death on Oct. 24, at the age of 58, 
Ope. aaa Riddoch, physician to the London Hospital and 
director of the Department of Neurology and Psychiatry, and 
physician to the National Hospital for Paralysis and Epilepsy, 
Queen Square. George Riddoch was born in 1888. * He was 
educated at Gordon’s College, Aberdeen, and at Aberdeen Uni- 
versity, where he qualified M.B., Ch.B. with first-class honours 
in 1913; he proceeded to the M.D. in 1917. In the war of 
1914-18the served as a temporary captain in the R.A.MC. as 
medical officer in charge of the Empire Hospital for Injuries of 
the Nervous System. In the last 
war he was, with the rank of 
brigadier, consultant neurologist 

to the Army. 

We are indebted to Dr. W. 
Russell Brain for the following 
appreciation: Dr. George Rid- 
doch was born at Keith, 
in Banffshire. After a distin- 
guished career as a student he 
qualified at Aberdeen Uni- 
versity and came to London 
just before the 1914 war. He 
obtained his introduction to 
neurology as a resident at the 
West End Hospital for Ner- 
vous Diseases. During the 1914 
war he served in the R.A.M.C. 
as medical officer in charge of 

. the Empire Hospital for in- 
juries of the nervous system, and this brought him into con- 
tact with Henry Head, who at once recognized his outstanding 
ability. Riddoch was already well trained in anatomy, having 
been demonstrator in the anatomy department at Aberdeen. 
His association with Head launched him into the tain stream 
of the British tradition of neurology, springing from Ferrier 
and Hughlings Jackson with its dynamic approach to the sub- 
ject and its intimate relationship with neurophysiology. During 
the years immediately before 1914, Head, with various collabor- 
ators, had been working on problems connected with sensation 


[Elliow and Fry, Lid. 


at all levels of the nervous system, and not many years previ- — 


ously Sherrington had published The Integrative Action of the 
Nervous System, which had so greatly illuminated the reflex 
functions of the spinal cord. The time was ripe, therefore, for 
the application of these new ideas to the interpretation of the 
tich clinical material provided by war injuries, particularly of 
the spinal cord. Encouraged by Head, Riddoch in 1917 pub- 
lished papers on visual perception after head _ injuries 
and on “The reflex functions of the completely divided 
spinal cord in man compared with .those associated with 
less severe lesions,” and in the same year, in collabora- 
tion with Head, he wrote on “ The automatic bladder, exces- 
sive sweating, and some other reflex conditions in gross injuries 
of the spinal cord.” Though opinions are still divided as to 
the nature of the “mass reflex” and the interpretation of 
some of the reflex phenomena Riddoch described, his work 
was a valuable eontribution to the physiological interpretation 
of human nervous disorders, and this remained his approach 
in his later publications, of which the most notable were his 
Lumleian lectures to the Royal College of Physicians on “ Pain 
of Central Origin” and his Presidential address to the Neuro- 
logical Section of the Royal Society of Medicine on “ Phantom 
Limbs and Body Shape.” 

The end of the war of 1914-18 saw him at the age of 30 with 
an established reputation as a neurologist. 
need for enlarging his clinical experience, and through the 
Medical Research Council joined the staff of the newly founded 
medical unit at the London Hospital ; shortly afterwards he 
became assistant physician to the Hospital for Epilepsy and 
Paralysis, Maida Vale. He now showed that he possessed the 
powers of logical analysis and lucid exposition of a first-rate 


neurological service. 


He recognized the . 


teacher, even though at that time his native Doric was at first 
somewhat difficult for Southerners to understand. As a teacher 
he laid great stress upon thoroughness in history-taking and 
clinical examination, and maintained that there was no better: 
subject than neurology for the teaching of clinical methods in 
general. His ability was so well recognized at the London 
Hospital that in 1924 he was elected a supernumerary assistant 
physician, there being at the time no vacancy on the staff. 

He now decided to enter consulting practice, and few, if any, 
can have attained success in that difficult sphere in so short a 
time. He worked indefatigably. His precision of thought not. 
only made him a good diagnostician, but enabled him to give 
clear-cut advice as to treatment, and his attention to detail 
prevented him from neglecting any measure that was for his 
patient’s benefit. Moreover, he possessed a great charm of manner, 
a warmth of feeling for people, and an intuitive knowledge of 
their difficulties. His election to the staff of the National Hos- 
pital, Queen Square, added to his opportunities for teaching, and 
he welcomed the international contacts which it brought. 

When the last war broke out Riddoch became head of the 
E.M.S. Neurological Unit at Chase Farm Hospital, to which 
the Neurological Department of the London Hospital was 
evacuated. He had already become civilian consultant in 
neurology to the Army, and in 1941 he accepted a commission 
and devoted himself to the organization of the Army medical 
In this position he worked as unspar- 
ingly as ever to bring the knowledge he had acquired during 
the first world war to bear upon new experience gained in the 
second, and in this way he did much to help those treating 
peripheral nerve injuries and traumatic paraplegia. But he was 
a tired man when he took up this work, and before long his 
health began to break down. He would not give in, but 
struggled on courageously, though latterly he must often have 
been in constant pain, and he was doing his hospital work and 
seeing patients till the week before his death. 

Riddoch’s place in neurology is secure, even though the very 
plenitude of his gifts came to favour the doctor at the expense 
of the investigator. In committee he was liberal in his ideas 
and wise in his counsel. His friends will recall his gaiety and 
humour, his stories, many of them Aberdonian, which set the 
table in a roar and at which he laughed himself till he had 
to wipe his eyes, and in quieter moments his love of fishing and 
the Rothiemay countryside, of birds, books, and, above all, 
music. But he lived for his work, and died too young because 
he spent hiselife so generously. It is hard to believe that he 
has hurried away for the last time. 


Sir Frederick Menzies writes: The sudden death of George 
Riddoch will have come as a great shock and a deep sense of 
grief to his many friends in the medical profession. To many 
of us it has been well known for some time past that he had 
gallantly and courageously carried on his work in hospitals and 
his large consultative practice despite the fact that he was 
almost constantly suffering from severe gastric trouble. Never- 
theless, we ail fervently hoped that when it was decided, only 
a few days ago, he should undergo a major operation he 
would soon make a satisfactory recovery to his former good 
health: Most unfortunately it was not to be, and all of us who 
knew him will mourn the loss of a very dear friend and 
colleague. 

I have no doubt that appropriate tributes to his brilliant 
career as a physician and neurologist will be paid by those who 
are much better fitted than I, but I should like to be allowed 
as a personal friend of more than 30 years’ standing to pay my 
humble and heartfelt tribute to one to whom I owe a deep 
debt of gratitude for many acts of skilful care and kindness 
to myself, my family, and many of our friends during long 
periods of illness and anxiety ; and whaf is true of us is, I feel 
sure, true of many hundreds of others. All of us will desire 
to extend our profound sympathy to his widow and family. 


Prof. Geoffrey Jefferson writes: By the death of Dr. George 
Riddoch one of the bright lights in British medicine has gone 
out. Undoubtedly the strain of his work for the Army, the 
E.M.S., and the M.R.C. in the national interest during the 
war helped to wear him out. His unusual gifts and his friendli- 
ness commended him tp us all whatever branches of medicine 
we pursued. Others will tell of his arrival in London, of the 
zeal with which he undertook his tasks, and of the researches 
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that brought him to the forefront in international neurology. 
I want only to pay a last tribute to one with whom I was 
associated in several ways and for whom I came to have so 
much affection. George Riddoch fortunately retained his 
boyish enthusiasms, one of which was the unashamed delight 
that he had in the urbanity and broad outlook of the inhabi- 
tants of a great capital. It was traits like this that so endeared 
him to his friends, gave his personality a more complete signifi- 
cance than could be gathered from his sincere, indeed his 
passionate, devotion to his work. He should have died here- 
after. Even so he leaves behind him a wealth of happy 
memories for those who knew him and contributions to know- 
ledge that will long survive his day. He was an original thinker 
with the rare gift of pursuing a problem beyond its first and 
most easily reached objective. 


A friend writes: British medicine has lost an outstanding 
neurologist. Riddoch was one of the many promising gradu- 
ates who have left Aberdeen University and attained London 
distinction. During the first war his appointment to the Empire 
Hospital for Officers brought him into close touch with nervous 
disorders, and he became a trusted pupil of such senior neurolo- 
gists as Farquhar Buzzard, Campbell Thomson, Purves Stewart, 
and Henry Head. Of the last-named he became protégé and 
favoured pupil; they collaborated in researches, upon spinal 
lesions which are now classics. Head was instrumental in 
bringing Riddoch to the London Hospital, which he joined 
as assistant to the newly formed medical unit. When Head 
became incapacitated by Parkinsonism, Riddoch was acting as 


his medical counsellor and intimate friend. From the prosecu- 


tion of original clinical studies he graduated to an. increasing 
practice which steadily grew to considerable proportions. 
Leaving Maida Vale for Queen Square, he became famed as 
a brilliant and stimulating teacher with just that amount of 
dogmatism which endeared him to students. He was spared 
the handicap of a mordant wit, but instead was blessed with 
a rollicking sense of humour and of fun. His striking success 
as a consultant was due not so much to his considerable abili- 
ties as to his personality. He had that rare quality of warmth 
and kindliness, his reassuring smile and open-hearted manner 
going out to meet the unhappy or anxious sufferer. Riddoch 
was the most respected British neurologist in France. There 
he was an especial favourite, his mercurial charm making 
an appeal to Gallic sympathies, even though he was not a 
fluent linguist. To juniors visiting France he generously gave 
personal introductions which, like a golden key, opened all 
doors in- Parisian academic circles. During the war years 
Riddoch drove himself unmercifully. Caught up as adviser 
to two Ministries, he instigated, and became chairman of, the 
Nerve Injuries Committee of the Medical Research Council. 
Later he was made consultant in neurology to the Army with 
the rank of brigadier. Despite frustration and disappointment 
he never ceased to strive for what he knew to be right. For 
some years his health had suffered gravely, but Riddoch’s 
courage and sense of duty made him keep at his post, organiz- 
ing the neurological service of the Army. When the war ended, 
his will power urged him on, visiting his hospitals, teaching, 
reassembling his disintegrated practice, and attending committees 
without relaxation or even adequate rest. It was all too obvious 
that his nerves were becoming strained as harp-strings, but he 
would not—could not—stop. By his colleagues “ wee Georgie ” 
will be sadly missed as a loyal, friendly, and very human 
personality. 


LIEUT.-GENERAL SIR H. FAWCUS, 
K.C.B., C.M.G., D.S.O., M.B. 
Lieut.-General Sir Harold Fawcus, Director-General of the 
Army Medical Services from 1929-34, and of the British Red 
Cross Society from 1934-8, died at Hillingdon on Oct. 24 at 
the age of 71. 

Harold Ben Fawcus was born in South Charlton,. Northum- 
berland, and educated at Durham School and at the University 
of Durham. He played for the University at both cricket and 
football for five years, and he also played rugby for Durham 
County and Northumberland. He graduated M.B., B.S. in 1899, 
and soon afterwards began his Army career as an attached civil 
surgeon in the South African War. He was commissioned in 
1900 and promoted captain in 1903. Two years later he took 
the Cambridge. D.P.H., and at the examination for promotion 


to major in 1911 he obtained a special certificate in : 
cine. This led to his appointment in 1912 as ascistent seahine 
of hygiene at the Royal Army Medical College, and in 1914 
he became instructor at the School of Army Sanitation Alder. 
shot. He went to France in November, 1914, and from then 
onwards he devoted himself to medical administration 

He was with the Guards’ Division as A.D.M.S. for most f 
the 1914-18 war, and he was mentioned in dispatches six tienes 
and awarded the C.M.G. in 1915, the D.S.O. in 1917, and ale 
the Croix de Guerre. After the war he was sent to India, but 
remained there for only a short time. Sir John Goodwin when 
he took over the office of Director-General, offered Fawcus the 
post of A.D.G., and in this capacity he served Goodwin, Sir 
William Leishman, and Sir Matthew. Fell until he himself 
became D.G., A.M.S., in 1929. The appointment had a four- 
year limit, but when Fawcus neared the end of his folir years 
an extension was sanctioned because the Warren Fisher com- 
mittee of inquiry into the medical organization of the Services 
was still at work. This committee was considering a scheme 
to revise the status of the college at Millbank and to increase 
the professional opportunities of R.A.M.C. officers. Sir Harold 
Fawcus had sponsored this scheme. His one year’s extension 
was cut short, however, when Brigadier-General Hugh Bateman- 
Champain, Secretary-General of the British Red Cross Society 
died. Sir Harold Fawcus succeeded him with the new designa- 
tion Director-General. Many of the important reforms that 
he had suggested in 1932 had been brought into effect. The 
heads of the specialist branches had been concentrated at the 
Corps College at Millbank as advisers of the D.G., and this 
new arrangement was working well. His tenure of office with 
the B.R.C.S. lasted from February, 1934, until 1938, the year 
in which he became Colonel Commandant of the R.A.M.C. 

His appointment as honorary physician to the King dated 
from 1923, and he was also a commissioner of the Royal 
Hospital, Chelsea. He was awarded the C.B. in 1928, and 
created K.C.B. in 1931. 


EDWIN ALFRED STARLING, M.B., M.Cu. 


Dr. Edwin Alfred Starling died at Tunbridge Wells on Oct. 18 
at the age of 90. Dr. Starling was born in North London in 
1857, and at the age of 14 he became an articled pupil to a 


qualified surgeon-dentist. After four years’ apprenticeship he . 
entered Guy’s Hospital in 1876. Dr. Starling won the Gurney- 


Hoare prize and the Beaney prize in pathology, and was later 
clinical assistant at the hospital. He qualified M.R.CS., 
L.R.C.P. in 1881 and became obstetric resident and then house- 
physician at Guy’s. After a short period as a ship surgeon, 
Starling acted as house-surgeon at Coventry Hospital in 1883, 
and while holding this post he took in 1884 the degrees of 
M.B., M.Ch. The following year he settled in general practice 
at Tunbridge Wells, where he formed a local branch of the 
Surgical Aid Society and, in company with two other Guy’s 
men and a few others, started an eye and ear hospital as well as 
a natural history and philosophical society. He was on the staff 
of the eye and ear hospital as anaesthetist from its beginning 
and was later honorary physician until it was amalgamated with 
the present Kent and Sussex Hospital. He was then appointed 
to the combined staff as consulting physician and anaesthetist. 
Increasing arthritis and loss of sight steadily diminished the 
amount of work he was able to do, though he fought hard 
against both afflictions until in 1945 a fractured femur necessi- 
tated a long stay in bed. Starling was a member of, and had 
held office in, the Wesleyan Church and‘had been engaged in 
many of its activities. His wife pre-deceased him in 1944, after 
58 years of married happiness. Their only son, Dr. E. C. W. 
Starling, is in practice at Tunbridge Wells. 

Dr. Starling joined the British Medical Association immedi- 
ately after qualification and soon interested himself. in its 
work. In 1889 he was elected to the council of the old 
East Sussex District of the South-Eastern Branch, and in 
1903, on the reorganization of the Association, became the 
first honorary secretary of the new Tunbridge Wells Divi- 


sion of the Branch, a post he held until 1910. In 1895, 


he was elected to the council of the old South-Eastern 


Branch and from 1909 to 1913. was honorary secretary of the 
Branch and its representative ‘at the Annual Representative. 
Meetings right up to 1928, when he resigned. He was chairman 


iy 
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idge Wells Division in 1910-11, and honorary 

- or of the ‘Kent Branch from 1913, the year of its forma- 
<.9 until 1927. From 1927 to 1929 he served on the Council 
ame Association, and was a member of the Private Practice 
Committee from 1927 to 1929, and the Medico-Political Com- 
ittee in 1928-9. When the National Health Insurance Act 
of 1911 came in the South-Eastern Branch considered it wise 
2 break up into three branches, one each for Kent, Sussex, and 
Seesey. Dr. Starling was largely responsible for this reorganiza- 
tion, and when it was completed he was presented with a 
massive silver rose-bowl. Before he retired from the Kent 
Branch secretaryship a cheque for 100 guineas and a study 
clock were given to him to mark the end of his fourteen years 

ice in that capacity. 

Wa pened Prva writes: These notes give a good idea of the 
man Starling was and as I well knew him: a hard worker in 
any sphere he entered, an enthusiastic B.M.A. man, and a man 
who was liked and respected by all _who worked with him. 
He could be very persistent in pushing the claims of other 
people, but I never knew more modesty coupled with so much 
energy.. At 90, when crippled and nearly blind, one must not 
be too sanguine about being remembered, but I am sure my 
old friend would be pleased to know that the Journal of the 
Association for which he did so much felt it a pious duty to 
remind his fellow members, and especially those in the south- 
east, that there has passed away one of the men who have 
done much to put the Association into the position it now 
holds as the indisputable representative of the medical pro- 


fession in this country. 


F. K. SMITH, M.B., Cu.B. 


Frederick Keiller Smith died suddenly at his home in Aberdeen 
on Oct. 4 at the age of 67. He received his early education at 
Robert Gordon’s College and proceeded to Aberdeen University, 
where he graduated M.A. in 1899, and M.B., Ch.B. in 1903. He 
was house-physician to Prof. Findlay and house-surgeon to Sir 
John Marnoch, and for a few years he engaged in general 
practice. He then became assistant surgeon to Sir Henry Gray 
at Aberdeen Royal Infirmary. At the outbreak of war in 1914 
he was R.M.O. to the 4th Battalion of the Gordon Highlanders 
and was later with the First Scottish General Hospital, with 
which he served during the remainder of the war, attaining the 
rank of major. In addition to his military duties, he assumed 
charge of Sir Henry Gray’s ward at the Royal Infirmary while 
the latter was overseas. On the retirement of Mr. Scott Riddell 
from the staff in 1919, Mr. Smith was appointed full surgeon, 
and until he relinquished this charge at the end of 1945 he 
devoted himself unsparingly to the service of the institution. 
He was also for many years lecturer on clinical surgery at 
Aberdeen University. In the recent war he became surgical 
director of the E.M.S. in the North-Eastern region of Scotland. 
For many years he was medical assessor and referee in the 
sheriffdoms of Aberdeen, Kincardine, and Banff. A member of 
the British Medical Association for forty years, he held many 
offices, including those of honorary local secretary at the 
Aberdeen meeting in 1914, and vice-president of the Section of 
Surgery in 1939. He was a member of the Scottish Committee 
from 1919 to 1924, and of the Scottish Consultants and 
Specialists Group Committee from 1934 to 1946. Interested 
in many sports, he excelled at golf, and was captain of the 
Royal Aberdeen Golf Club in 1930. “F. K.” will be sorely 
missed, not only for his qualities as a surgeon, not only for his 
fine judgment and wise counsel, but perhaps most of all for his 
friendliness and serene and tranquil spirit—S. G. D. 


Dr. TuDoR BENSON Evans died on Sept. 22 at the age of 59. 
He was educated at Denbigh County School and Liverpool 
University, graduating in 1912. He was a house-surgeon, and 
later house-physician, at the Liverpool Royal Infirmary before 
taking up a resident appointment at the Denbighshire Infirmary. 
He was a ship surgeon in the Lusitania at one time, and he 
served with the rank of captain in the R.A.M.C. in the 1914-18 
war. Subsequently he practised in Liverpool and in Holyhead, 
and finally at Prestatyn. He was chairman of the Flintshire 
Panel Committee, a vice-president of the British Legion, and 
and of the Welsh League of Youth. 


Medical Notes in Parliament 


Speaking in the debate on the Address, on Oct. 24, Mr. DALTON 
said there would be no delay in the operation of the National 
Insurance Act and the National Health Act. Both would come 
into operation next July. From another source it is learned 
that the Government proposes that in the Health Services a 
start shali be made only with urgent capital works. 

The King’s Speech with which the session was opened on 
Oct. 21 announced forthcoming legislation to abolish the Poor 
Law and provide a comprehensive system ‘of assistance for all 
in need, and also to extend the scope of public care of children 
deprived of a normal home life. 


Recruitment and Training of Nurses 


Mr. MITCHISON asked on Oct. 23 whether Mr. Bevan could 
make a statement about the Report of the Working Party on 
the recruitment and training of nurses. This Report was sum- 
marized in our issue of Sept. 13 (p. 426) and was also the 
subject of a leading article (p. 422). 

Mr. Bevan replied that the views of the nursing and other 
organizations were being obtained. The Working Party’s 
recommendations concerned long-term policy and could not 
be expected to produce an immediate increase in the supply 
of nurses. The Government trusted that hospital authorities 
would at once examine interim measures to reduce wastage 
and that they would make the maximum use of married and 
of part-time nurses, and would build up their domestic staffs 
to relieve nurses of domestic duties. ‘ 


Medico- Legal 


ANTI-VIVISECTION SOCIETIES AND INCOME TAX 
[FROM ouR MEDICO-LEGAL CORRESPONDENT] 


The House of Lords decided recently that the National Anti- 
Vivisection Society is not a charity and is therefore liable to pay 
income tax. The Special Commissioners had allowed the 
Society’s claim, unwillingly, feeling that they had to follow the 
1895 case in which Mr. Justice Chitty had ruled that the Society 
was a charity on the ground that its intention was to benefit the 
community, and that the court should stand neutral on the ques- 
tion whether actual benefit to the community followed or not. 
The Commissioners appealed to the Court, and Mr. Justice 
Macnaghten found in their favour, the Court of Appeal con- 
firming his decision by a majority. Some account of the judg- 
ment appeared in our issue for Jan. 12, 1946 (p. 72). 

Their Lordships (Lord Porter dissenting) held’ that the over- 
riding test of whether the object of a society was charitable was 
whether it was in the public interest, and that this question was 
for the court to answer from the evidence before it, weighing 
the effect on the community against the purpose of the society 
as expressed in its stated objects. Having regard to the finding 
of the Commissioners that on balance the object of the Anti- 
Vivisection Society was detrimental to the public interest, they 
held that there could be no ground for saying that’ it was a 
charitable object. 

Lord Porter in his dissenting judgment said that the object 


of the Society was the protection of animals from the sufferings . 


believed to, be involved in vivisection. That object was, in 
accordance with the decisions in the “ animal cases,” charitable. 
He could not accept the view that, when once an object had 
been held to be in the class of charities, it was then for the 
court to hear the evidence of both sides as to whether it was 
in fact beneficial. The object, in his opinion, did not cease to 
be charitable even if its success would be gravely injurious to 
the public benefit. 


Correction.—Under the heading “‘ Another Carbachol Accident ” 
(Oct. 18, p. 636) we described the fourth fatal accident since the 
introduction of carbachol into this country in 1941. Our later 
comment on “ moryl,” which is a trade mark brand of carbachol, 


might have implied that this was the preparation used in the recent — 


Stourbridge fatality. This was not the case. 
11947 2 All E.R. 217." 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 11. 


Figurés of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1947 (Corresponding Week) 
Disease 
@) @ 
Cerebrospinal fever .. 3) 23) 4 37) 3} 19 2 
Diphtheria 201; 18) 60 5 269} 21; 88) 36) 15 
Dysentery an 67, 9 3; — 4 72 
Encephalitis lethargica, 
acute és 2 i} — 
Deaths oe os 
Erysipelas 10) 3] 43} 8| 2 
Deaths ae | 
Infective enteritis of 
diarrhoea under 2 | 
years 80 58 
Measles* .. | 1,639) 50, 95) 151 9} 2,005) 72) 46) 14 
Deaths os 1 — on 1 ij — 
Ophthalmia neonatorum 71; 15) — | 69} 2) 12); — | 
Deaths és 
Paratyphoid fever 12} — |1(A) — | — 6 — — | — 
4) 
Pneumonia, ge = 403; 19 3 1 2] #351; 31 1 3 1 
De from influ- 
13} 3} 2 9 3 
Pneumonia, primary .. 164) 15 143} 21) 
Deaths 23 | 6 3 23 7 7 
Polio-encephalitis, acute 26, 3) 
Poliomyelitis, acute ..| 338, 76 6| 1 4 1 
Puerperal fever —| 8 1 
Deaths | | 
Puerperal pyrexiat . 106, 11; —| — 156} 20) 1) — 
Deaths ee | | 
Relapsing fever. oe | | — 
Deaths ee | 
Scarlet fever .. | 1,316, 84| 300, 60| 44] 1,106) 94) 202, 54 
Typhoid fever .. — 18; 2 3; — 2 2 25 
Typhus fever .. — — | — | — 
Deaths —|— 
Whooping-cough* .. | 1,043! 73; 40) 28) 1,362) 108) 136| 36, 15 
Deaths 1| — 12; — 1 — 
Deaths (0-1 year)... 361) 46, 66, 25 327, 39, 59, 41| 12 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 4,240] 676) 556} 147) 85} 3,846) 507| 106 
Annual death rate (per 
1,000 persons living) 11-6} 9-3 11-2) 11-5 
Live births os .. | 9,031)1492)1096| 430) 276] 414) 269 
Annual rate per 1,000 
persons living 22:1) 27:1 23-3) 26°5 
Stillbirths 216} 30) 42 258} 35) 31 
Rate per 1,000 total 
births ( i 
stillborn) .. “ 37 26) 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. . 

+ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications of poliomyelitis in England and 

276 (338). ‘This is a reduction of about 18%, fll to 
for the previous week. The decline has now been establiot ta 
for six weeks. There was no marked difference in the nn 
registered in different parts of the country, but it was 

more noticeable in the South than in the Midlands be r 


North. 
Cholera in Egypt ‘ 


Deaths from cholera continue to number betwee 

500 each day, and 800 or more new cases are copetalll dai 
Last Saturday and Sunday there were respectively 496 and rc} : 
deaths. So far there have been no cases reported outside E ; 
and all the neighbouring Arab States are exercising stringen, 
control over travellers arriving by road, air, or sea from E ae 
The Lebanese Government. will no longer admit travellers 
arriving directly or indirectly from Egypt. The Manchest 

Guardian correspondent says that some experts have suggested 
that “the worst may be over by mid-November, especial} 
if all the large cities can be kept immune as they are at presesit 


Discussion of Table 


In England and Wales there was no change in the recent trends 
of infectious diseases. Further rises occurred in the incidence 
of measles 383, scarlet fever 230, and acute pneumonia 73, with 
another fall in the number of notifications of acute polio- 
myelitis 64 and of whooping-cough 43. Decreases were also 
observed in the incidence of dysentery 30 and diphtheria 17. 

Notifications of scarlet fever are now three times the number 
recorded six weeks ago when the incidence first began to 
increase ; during the week the largest rises were Staffordshire 
55 and Warwickshire 36. The incidence of acute pneumonia 
which has been doubled during the past five weeks, has tended 
to rise more rapidly in the North than in the southern half of 
the country. 

The decrease in the notifications of whooping-cough was con- 
tributed by the southern section of the country ; in the northern 
counties a slight rise occurred. The largest increases in the 
incidence of measles during the week were Yorkshire West 
Riding 101 and Somerset 46. In both these counties distinct 
centres of infection. were reported, and the largest of these 
localized outbreaks were: Yorkshire West Riding—Colne 
Valley U.D. 25, Hebden Royd U.D. 25, Doncaster R.D. 37, 
and Hemsworth R.D. 23; Somerset—Chard M.B. 15, Yeovil 
M.B. 55, Shepton Mallet R.D. 13, and Yeovil R.D. 30. 

The chief variations in the returns of diphtheria were an 
increase in Warwickshire 9 and decreases in Durham 8, 
Gloucestershire 7, and London 7. 

Two small outbreaks of dysentery were recorded during the 
week in Yorkshire West Riding, Shipley U.D. 8, and Norfolk, 
Blofeld and Flegg R.D. 6. Other large returns of dysentery 
were Lancashire 12 and London 9. 

In Scotland there were large rises in the incidence of scarlet 
fever 85, dysentery 31, and acute primary pneumonia 29. Noti- 
fications of poliomyelitis were 19 fewer than in the preceding 
week. Three outbreaks of dysentery were notified during the 
week: Aberdeen county 10, Kincardine county 12, and the 
city of Dundee 12. In the city of Glasgow the notifications 
of scarlet fever rose from 49 to 93 and the notifications of 
acute primary pneumonia from 79 to 96. 

In Eire increases were recorded in the incidence of measles 
21 and typhoid fever 15, while the notifications of whooping- 
cough decreased by 14. An outbreak of typhoid fever involv- 
ing 13 persons was reported from Limerick, Newcastle R.D. 
Notifications of diarrhoea and enteritis 80 have remained 
fairly constant during the past three weeks. 

In Northern Ireland no large fluctuations were reported in 
the incidence of infectious diseases. 


Quarterly Returns for Eire 


During the June quarter the birth rate was 25.2 per 1,000, 
which was 1.1 above the rate for the second quarter of the 
preceding year and the largest rate for any quarter during 
recent years. Infant mortality was 65 per 1,000 registered 
births and was 8 in excess of the rate for the June quarter of 
1946. The general death rate was 15.0 per 1,000, which was 
0.9 above the rate for the preceding June quarter. There were 
309 deaths attributed to the principal infectious diseases, 52 
more than in the second quarter of 1946. Compared with the 
June quarter of 1946, deaths from whooping-cough increased 
by 60 and deaths from measles by 22, while deaths from diph- 
theria decreased by 14. Deaths under 2 years due to diarrhoea 
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iti bered 166, a decrease of 18.' Deaths from 
enterin sberculosis totalled 812, and there were 250 deaths 
other forms of tuberculosis ; these figures were 66 above 


' or 4 below the corresponding in 1946. 


Births during the September Quarter (sis 

ll in the birth rate has been announced by the 

ve et oral of England and Wales. The birth rate rose 
Reel from the end of the war to a peak of 22.8 in the first 
wore of this year, fell in the second quarter to 22.0, and is 
ae recorded as 20.0 per 1,000 population for the third quarter. 


Week Ending October 18 


ifications of infectious diseases in England and Wales 
included : scariet fever 1,352, whooping-cough 
1,009, diphtheria 202, measles 1,797, acute pneumonia 531, 
cerebrospinal fever 44, acute poliomyelitis 276, acute polio- 
encephalitis 12, dysentery 46, paratyphoid 16, and typhoid 7. 


Medical News 


Rector of Glasgow University 
Mr. Walter Elliot, M.P. for the Scottish Universities, was elected 


Rector of the University of Glasgow on Oct. 25. The polling 
figures were: Mr. Elliot (C.), 1,022; Dr. O. H. Mavor (‘ James 
Bridie”) (Ind.), 521; Mr. Tom Johnston (Lab.), 448; and 
Mr..David Niven (Ind.), 137. 


U.S.A. Research Laboratory Burnt 

The Roscoe B. Jackson Memorial Laboratory, of Bar Harbor, 
Maine, is reported to have been destroyed in one of the fires 
ravaging that region as a result of the prolonged drought. Experi- 
mental work on cancer and genetics has for many years been 
carried on at the laboratory, and animals bred there were distributed 
throughout the U.S.A. for research purposes. In recent years 
research at the laboratory has been conducted on the inbreeding of 
certain sirains of rats, rabbits, and guinea-pigs. 


Return to Practice in Ireland 


The Medical Registration Council of Eire points out to medical 
practitioners resident in Eire that notices in the public press should 
do no more than notify the patients of absence from home, or 
return, or change of address. The Council considers that (1) no 
notice should appear more than once; (2) no title except that of 
Doctor (Dr.), or Mister (Mr.), or Surgeon should be used; (3) no 
degree or qualification should be inserted after the name; (4) in no 
case should hours or days of attendance be specified ; (5) the tele- 
phone number and full address should be quoted only in case of 
taking up residence or change of residence. 


B.M.A. Library 

The Association’s Library is to be transferred from its present 
accommodation in the main building at B.M.A. House to the first 
and second floors of the Garden Court wing. To facilitate the 
removal, the Library will be closed from 12.30 p.m. on Saturday, 
Nov. 1, until 9.30 a.m. on Monday, Nov. 17. 


The first dinner meeting of the new session was held on Oct. 14, 
with Dr. Neil Maclay in the chair. Mr. Nils Eckhoff opened a dis- 
cussion on “ Surgery in America,” and was followed by Sir Heneage 
Ogilvie. The next meeting will be held on Nov. 11, at the South 
Kensington Hotel, London, S.W.7. 


Postgraduate Education 


The North London Postgraduate Medical Institute was formed 
early this year at the Prince of Wales’s General Hospital to provide 
senior postgraduate teaching in medicine and surgery within the 
British Postgraduate Medical Federation. 


Resettlement of Disabled Persons 


A circular from the Ministry of Health points out that the 
re-education of a disabled patient and supplying him with general 
information about resettlement facilities is, in the first instance, the 
duty of hospital staffs—particularly of the almoner’s department. 
Suitable literature may be obtained from the Disablement Resettle- 
ment Officers of the Ministry of Labour. In order to provide 
D.R.O.s with expert medical guidance on the functional effect of 
disabilities, medical interviewing committees will set up at certain 
hospitais this year; further details will be announced later. 


Medical Golfing Society 

At a meeting held at Deal on Oct. 11 and 12, Dr. W. J. Cotton 
won the Canny Ryall Cup and Mr. L. G. Brown, M.C., the Milsom 
Rees Cup. 


National Institute for the Deaf 

Speaking at the Annual General Meeting of the National Institute 
for the Deaf recently, Mr. Scott Stevenson said that the research 
laboratory was now in being under the direction of-Mr. D. B. Fry, 
Director of Phonetics, London University. He thought that the 
Government-sponsored hearing-aid would be available by the target 
date of July, 1948. It would be good, but there would always be 
room for the good private manufacturers, who had done such 
excellent work in the past. Welfare workers for the deaf must be 
recognized and must receive adequate compensation for their highly 
specialized job. He ended by welcoming the formation of the British 
Association of the Hard of Hearing. Mr. Edward Evans, M.P., 
followed with a plea for research into the sociology and general 
needs of the deaf, since too many were being put into dull jobs 
such as boot-mending, cooking, and needlework. He wanted to see 
a wider field of vocation available. 


Wills 

Dr. John Percy Litt, formerly medical officer of health for the 
Borough of Lytham St. Annes, who died on May 25, left £51,021. 
Dr. Charles Gordon Gibson, of Launceston, Cornwall, who died on 
May 4, left £34,561. Surgeon Rear-Admiral Hamlet Mark Whelan; 
of the Royal Naval Hospital, Plymouth, who died on May 27, left 
£2,939. 


COMING EVENTS 
Long Fox Memorial Lecture 


The XXXVI Long Fox Memorial Lecture will be delivered by 


Prof. G. Hadfield in the large physics lecture theatre (Royal Fort), 
Bristol University, on Tuesday, Nov. 18, at 8:15 p.m. His subject! is 
“* Subacute Bacterial Endocarditis.” Admission to the lecture is free. 


British Association of Physical Medicine 

The British Association of Physical Medicine has arranged for 
the following films to be shown at the Royal College of Surgeons, 
Lincoln’s Inn Fields, London, W.C., on Wednesday, Nov. 5, at 
5.30 p.m.; (a) The Early Diagnosis of Poliomyelitis, and (b) The 
New Horizon. The films will be followed by a discussion, with 
Dr. F. D. Howitt in the chair. > 


Royal Sanitary Institute 
A sessional meeting of the Royal Sanitary Institute will be held 


at Belfast City Hall on Thursday, Nov. 6, at 10 a.m., when there | 


will be a discussion on “‘ The Control of the Manufacture and Sale 
of Ice Cream,”’ with contributions by Dr. S. Barron, Dr. W. G. 
Swann, and Dr. G. F. W. Tinsdale.- i 


Society of Chemical Industry 

Prof. E. C. Dodds, M.D., F.R.S., will deliver a lecture on 
“* Academic Research and the Chemical Industry” before the 
Manchester Section of the Society of Chemical Industry at the 
Engineers’ Club, 17, Albert Square, Manchester, on Friday, Nov. 7, 
at 6.30 p.m. 


The Vicary Lecture 


The Thomas Vicary Lecture of the Royal College of Surgeons, 
on Lawson Tait, will be given by Dr. I. Harvey Flack on Friday, 
Nov: 21, at 5 pm. Dr. Flack is Assistant Editor of the British 
Medical Journal. 


Second Army Medical Services Reunion Dinner 

The Reunion Dinner for officers and ex-officers of the R.A.M.C. 
who served with the Second Army, 1944-5, will be held at Kettner’s 
Restaurant, Romilly Street, London, W., on Friday, Nov. 21, at 
7.15 p.m. Tickets, one guinea each, are limited in number, and 
can be obtained by early application either to Dr. R. Gwyn Evans, 
33, Sandford Road, Mapperley, Nottingham, or to Dr. R. F: G. 
Ormrod, Fountain Court, Temple, London, E.C. 


Tropical Medicine 


The Fourth International Congresses on Tropical Medicine and 
Malaria will meet in Washington on May 10-18, 1948, under the 
sponsorship of the Department of State. Over sixty governments 
have been invited by the Department of State to send official dele- 
gations. The officers of the Organizing Committee are: Dr. Thomas 
Parran, chairman; Dr. George K. Strode and Mr. Clarke L. Willard, 


vice-chairmen; Dr. Rolla E. Dyer, programme director; Dr. Wilbur. 


A, Sawyer, executive secretary ; and Mr. William L. Breese, secretary. 
There will be twelve scientific sections covering.the following fields.: 
research and ‘teaching institutes, tropical climatology dnd physiology, 
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bacterial and spirochaetal diseases, virus and rickettsial diseases, 
malaria, heiminthic diseases, protozoan diseases, nutritional diseases 
of the Tropics, tropical dermatology and mycology, tropical veterin- 
ary medicine, public health, and medical and veterinary entomology. 
Visits will be made to the National Institute of Health in Bethesda, 
to the laboratories of the Department of Agriculture in Beltsville, 
and to other institutions and laboratories in and around Washington. 
Those interested should write to the Executive Secretary, Fourth 
International Congresses on Tropical Medicine and Malaria, 
Department of State, Washington 25, D.C., U.S.A., for the pre- 
liminary announcement and the advance registration and _ hotel 
reservation form. 


Australasian Medical Congress 


The sixth session of the Australasian Medical Congress (British . 


Medical Association) will be held at Perth, Western Australia, from 
Aug. 15 to 21, 1948, under the presidency of Dr. D. M. McWhae. 
The scientific sections of the congress, numbering fourteen, are as 
foilows: Medicine; Surgery; Naval, Military and Air Force 
Medicine and Surgery; Obstetrics and Gynaecology; Paediatrics; 
Ophthalmology; Oto-Rhino-Laryngology; Public Health, Tuber- 
culosis, and Tropical Medicine; Anaesthesia; Pathology, Bacterio- 
logy, Biochemistry, and Experimental Medicine; Orthopaedics 
and Physical Medicine; Radiology and Radiotherapy; Dermatoiogy 
and Industrial Medicine ; and Neurology and Psychiatry. The names 
and addresses of the honorary local secretaries, from whom applica- 
tion forms for membership may be obtained, are: New South Wales, 
Dr. K. B. Noad, c/o British Medical Association, 135, Macquarie 
Street, Sydney; Queensland, Dr. Harold Love, Wickham House, 
Wickham Terrace, Brisbane; South Australia, Dr. J. M. Bonnin, 178, 
North Terrace, Adelaide; Tasmania, Dr. J. P. Millar, 163, Macquarie 
Street, Hobart; Victoria, Dr. Roy F. Watson, 294, Glenferrie Road, 
Hawthorn, E.2. 


SOCIETIES AND LECTURES 


RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.— 
Thursday, Nov. 6, p.m. Bradshaw Lecture by Dr. Janet 
Vaughan: The Anaemia Associated with Trauma and Sepsis. 


Royat Society OF MEDICINE 


Section of Epidemiology and State Medicine-—Monday, Nov. 3, 
4.30 p.m. Paper by Dr. E. A. Underwood: History of Choiera in 
Great Britain; Major-General Sir John Taylor: Current Problems 
in Cholera Control; Mr. Bruce White: Bacteriological and 
Immunological Aspects of Cholera. 

‘ section ot Orthopaedics.—Tuesday, Nov. 4, 5.30 p.m. (Cases at 

30 p.m. 

Section of History of Nov. 5, 2.30 p.m. 
Paper by Dr. H. P. Bayon: Karl Marx (1818-83), his Ailments and 
Relations with Medicine. 

Section of Surgery Wednesday, Nov. 5, 8 p.m. Presidential 
Address by Sir Max Page: Surgical Records. Discussion to be 
opened by Mr. H. Cotton. 

Section of Neurology.—Thursday, Nov. 6, 8 p.m. Presidential 
Address by Dr. C. Worster-Drought: Some Observations on Charcot 
Arthropathy. 

Section of Otology.—Friday, Nov. 7, 10.30 a.m. Presidential 
Address by Mr. Donald Watson: An Account of the Progress in 
the Treatment of Mastoid Infection and Some of its Complications. 

Section of Laryngology.—Friday, Nov. 7, 2.30 p.m. Presidential 
Address by Mr. A. J. M. Wright: Milestones in Laryngology. Paper 
by Mr. Ian G. Robin: Snoring. 

Section of Anaesthetics—Friday, Nov. 7, 5.30 p.m. Presidential 
Address by Dr. J. H. T. Challis: The Teaching of Anaesthetics to 
Medical Students. 


BRITISH INSTITUTE OF PHILOSOPHY.—At University Hall, 14, Gordon 
Square, London, W.C., Friday, Nov. 7, 5.15 pm. Mr. J. D. 
Mabbett: World Peace and World Morality. 

CuHapwick Trust.—At London Missionary Society, 42, Broadway, 
Westminster, S.W. Tuesday, Nov. 4, 2.30 pm. Dr. C. T. 
Maitland: Hospitals and Health Services. 

Facutty or HomoeopatHy.—At London Homoeopathic Hospital, 
Thursday, Nov. 6, 5 p.m. Dr. A. Kellner: Artificial Hazards in 
Prescribing. 

Lonpon University.—At Royal Society of Medicine, 1, Wimpole 
Street, W., Thursday, Nov. 6, 5 p.m. Semon Lecture by 
Mr. E. D. D. Davis: Applied Anatomy and Physiology of the 
Pharynx and Oesophagus. 

LonpoN: UNIversiTy COLLEGE, Gower Street, W.C.—Tuesday, 
Nov. 4, 5.15 p.m. Dr. Bernard Katz: Initiation of Impulses by 
Electric Stimuli. Wednesday, Nov. 5, 5.30 p.m. Dr. M. H. 
Pirenne: Physiological Mechanisms of Vision. 

ReyaL InstiruTe oF PusLic HEALTH AND 28, Portland 
Place, W.—Wednesday, Nov. 5, 3.30 p.m. Mr. Arthur Ling: 
The Health Factor in Town Planning (illustrated). 

Roya Mepicat Society, 7, Melbourne Place, Edinburgh.—Monday, 
Nov. 3, 8 p.m. Guest Lecture by Mr. John Gillies: Simpson: 
A Pioneer of Anaesthesia. Friday, Nev. 7, 8 p.m. Dissertation 


by Mr. F. Starer: Biochemical Aspects of Growth Control. 


POSTGRADUATE DIARY 


EpinsurGH Royal INFIRMARY.—Thursday, Nov. 
Gillespie Lecture by Prof. Mantas” 
Luteum Hormone. 


Leicester 
London, W.C.—Tuesday, Nov. 4, 5 pm. Dr. Am. Sauate, 
Thursday, Nov. 6, Porter 


Mitchell-Heggs: bkrythemato-papuia d Dr. G. | 
Eruptions. pepwar an Erythemato-squamo 
INSTITUTE OF LARYNGOLOGY AND OroLocy, 330, 
aralysis. Ss other es. e 
mosis. tve grafts, Nerve anasto. 


Lonpon Cuest Hospital, Victoria Park, E—Frida 
Dr. R. A. Beaver: Anaes.hesia for Viecscstang. 7, Spam, 


A lecture and demonstration, with living models, : 
technique, will be given by Dr. Marie Sranes at the Mothers Chee 
108, Whitfield Street, Nov. 6, at 2 
p.m. Appucations .o attend must be made in writi y 
at the above address. 


Prof. J. Lhermitte will deliver a lecture in English on “ 
Relation of Neurology to Psychiatry” at the National Hospital 


(Queen Square, London, W.C.) on Friday, Nov. 7, at 4.30 Pm. 


BIRTHS, MARRIAGES, AND DEATHS 


“BIRTHS 
BeaTon.—On Oct. 17, 1947, at Dumfries, 
F.R.C.S.Ed., M.R.C.O.G., a daughter. 
Copp.—On Sept. 28, 1947, at Southmead Hospital, Bristol, to Isabel Mary 
(née Wilson), M.B., Ch.B., wife of Dr. William Lawrence Codd, a daughter 
—Rosemary; a sister for Robert. 


MacraE.—On Oct. 21, 1947, to Dr. and Mrs. J. O. Farquhar Macrae 
of Scotland Mission, Ichang, China, a dunahaet—Dherio Fionnla. Gag 


McErveL.—On Oct. 14, 1947, to Cathleen (née Hardman), wife of Major T. 
McErvel, R.A.M.C., 21, Meredyth Road, Barnes, a son. 3 


RUSHTON.—On Sept. 20, 1947, at Leeds, to Peggy, wife of Dr. J. Rushton, a sop, 


MARRIAGES 
SCRIVENER—COmMPTON.—On Oct. 15, 1947, at Chichester, Captain John p 
Scrivener, M.B.E., R.A.M.C., to Mrs. Patricia U. Compton. ; 


THOMAS—ANDERSON.—On Oct. 8, 1947, at Northwood Presbyterian Church, 
Harold Ernest Thomas, M.B., M.R.C.P., to Elizabeth Jean Anderson. 


wife. of Dr. Donald R. Beaton, 


DEATHS 
<i Oct. 17, 1947, at Guildford, Surrey, William Sibbald Campbell, 


CHaRLES.—On Oct. 15, 1947, at Stanley, Co. Durham, while out walking, Joh 
Charles, M.D., aged 82. 

CroucH—Ona Oct. 19, 1947, at the Private Wing, University College Hospital, 

ndon, W.C., Harold Armstrong Crouch, O.B.E., M.C., M.R.C.S., LRP, 
late R.A.M.C. and Sudan Medical Service. 

Etiotr.—On Oct. 7, 1947, at the British Military Hospital, Haifa, Palestine, 
Alexander McKenzie Elliott, M.B., B.Chir. 

Fawcus.—At Hillingdon, Middlesex, Sir Harold Fawcus, K.C.B., C.MG, 
D.S.O., D.C.L., M.B., late R.A.M.C., Director-General, Army Medial 
Services, 1929 to 1934, aged 71. 

Foskett.—On Oct. 4, 1947, at Karamea, New Zealand, Walter Foskett, MC, 
M.D., aged 57. 

FRENCH.—On Oct. 11, 4947, at Toronto, George William Henry French, M.D, 
F.R.C.S., late of Hornsey. 

Gorpon.—On Oct. 25, 1947, George Gordon, M.B., Ch.B., 8, Woodthorp, 
Oxford Place, Manchester. 

GrantT.—On Oct. 23, 1947, at 44, Southlands Road, Weymouth, Jobn William 
Geary Grant, F.R.C.S. 

HALuipie.—On Oct. 19, 1947, Andrew Hallidie Smith Hallidie, F.R.C.S. d 
The Guildhall, Cambridge, agcd 85. 

Harte.—At 103, Botanic Road, Dublin, Thomas Christopher Harte, L.R.CE 
and S.I. and L.M. 

Oct. 9, 1947, Ernest Arnold Hodgson Hindhaugh, F.R.CS, 
ag 

HUGHESDON.—On Oct. 17, 1947, Mary Redfern Hughesdon (née Davies), M.B, 
B.Ch., wife of Dr. P. E. Hughesdon. 

Le Feuvre.—On Oct. 16, 1947, at Kerilworth, Capetown, William Philip le 
Feuvre, M.R.C.S., L.R.C.P., aged 88. 

Lucas.—On Oct. 21, 1947, Simon Levy Lucas, M.B., Ch.B. 

MacCormick.—On Oct. 25, 1947, at Le Val, St. Brelade, Jersey, Sir Alexander 
MacCormick, K.C.M.G., K.B., M.D., F.R.C.S. 

MACLEAN.—On Oct. 17, 1947, at 10, Marius Road, Balham, S.W., Charles 
Forbes Maclean, M.B., Ch.B. : 

Mason.—On Oct. 12, 1947, at 61, Lower Baggot Street, Dublin, Henry William 
Mason, F.R.F.P.S., L.R.C.S.1. 

PICKERING.—On Oct. 16, 1947, Harold John Pickering, M.C., L.R.CP, 
L.R.C.S.Ed., 48, Canfield Gardens, N.W. 

PuILtips.—On Oct. 21, 1947, at Davison Children’s Home, Danby, North Yorks, 
Wilfrid Westwood Phillips, M.B., Ch.B., late of St. Margarets, Twickenham. 

PinHorn.—On Oct. 22, 1947, at Tunbridge Wells, Richard Pinhorn, M.R.CS, 
L.R.C.P., aged 93. 

oo Oct. 19, 1947, Frank Radcliffe, M.D., The Grove, Dedham 
a q 

Rippocu.—On Oct. 24, 1947, at the London Hospital, E.1, George Riddoch, 
M.D., F.R.C.P., aged 58. 

STARLING.—On Oct. 18, 1947, Edwin Alfred Starling, M.B., M.Ch., aged 90. 

STEVENSON.—On Oct. 16, 1947, in Malta, Surgeon Commander Alec Kig 
Stevenson, R.N. 
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} 2 form of psychological treatment for suggestible patients requir- 

Any Questions ? ing these forms of therapy. Such occasional improvements as 
- Hony. | were noted in organic cases during the course of Bates’s treat- 
ment are in all probability instances of remission in the 
ould give their names and addresses (not for of chronic relapsing affections like iridocyclitis. It wou 
Pera ee end inclade all relevant details in their questions, strange if such instances did not occur amongst the large 
r. GB san should be typed. We publish here a selection of those number of patients who have undergone Bates’s treatment. 
quamous wuestions and answers which seem to be of general interest. 
Osteoarthritis of Hips 

n 
f- road, Bates on Better Eyesight Q.—What are the present accepted treatments fer severe 
* anasto. ? @,—W. H. Bates, in a book entitled “ Better Eyesight With- osteoarthritis of both hips, with special reference to intra- 
1.5 out Glasses,” has propounded the theory that: (a) the preva- articular injections of a lubricating fluid into the joint, as 
an jent view that errors of refraction are incurable “ does not fit.the advocated by Dr. P. Morris in his book, “Fifty Years a 


observed facts” ; (b) “the lens is not a factor in accommoda- 
tion and that the adjustment necessary for vision at different 
pve! distances is affected in the eye, precisely as it is in the camera, 
, at 235 | by a change in the length of the organ, this alteration being 
brought about by the action of the muscles on the outside of 
the eyeball . . . ” ; (c) correcting lenses (glasses), far from doing 


. “ The anything to improve errors of refraction, are definitely injurious 
7 mae ; to the eyes; (d) “all abnormal action of the external muscles 
——_ | of the eyeball is accompanied by a strain or effort to see, and 


ge, that with the relief of this strain the action of the muscles 
KY become normal and all errors of refraction disappear .. .”; 
' and (e) by exercises designed to ensure relaxation of the 
“strain” and the training of the external muscles of the eye, 
errors of refraction can be cured in a matter of months or 
a year. Dr. Bates acknowledges that his theories controvert 
the “practically undisputed teaching of ophthalmological 
, Chunh | science for the better part of a century” but that he has been 
driven to his conclusions by carefully established facts. I should 
Bee! be glad to know if the theories propounded by Dr. Bates have 
on, aso, | ever been seriously tested in this country and, if so, with what 
results. 
Joho P. A.—A detailed criticism of Bates’s hypotheses was given in 
an annotation in this Journal on September 13, 1941 (p. 383). As 
ae regards the specific points raised here, the following observa- 
tions are relevant: 

(a) Errors of refraction are incurable in the sense that the 
Compt error remains unaltered in adult life. Hypermetropia is 
cing, Jom & “curable” in childhood in so far as there is normally a 
decrease in its degree. The onset of myopia in later life from 
LRcp, @ sclerosis of the lens may also diminish the degree of hyper- 

metropia. For the rest the facts observed do fit with the view 
Palesting that errors of refraction are “ incurable.” 
CMG, (b) There is considerable controversy as to the mechanism 
Medial whereby the lens plays its part in accommodation, but there is 
no doubt as to the fact that the lens is the essential factor in 
accommodation. The daily experience with aphakic patients 
h, M.D, § who have lost their lens in childhood owing to needling opera- 
tions, or later in life by extraction, is conclusive of the fact 
that without the lens there is no accommodation. All patients 
| William § who have lost their lens, from whatever cause, require a read- 
ing correction. The one exception is the high myope who after 
operation has a near point enabling him to read without glasses. 
LRCE® There is no evidence whatever that accommodation is induced 
by alteration of the length of the eye. This view is of historical 
interest only, and was held in the eighteenth century. 
s), MB, (c) No one has suggested that glasses “improve” errors of 
refraction. The view that glasses are injurious to the eye goes 
back to the beginning of the last century. 

(d) The suggestion that errors of refraction are psychological 
\lexand in origin does not lend itself readily to disproof. As for the 

Charis proof for this contention, it is based on the mode of retino- 
| @ scopy practised by Bates ; it involves a capacity to observe half 
William a dozen or more changes of refraction in the space of a second. 
(e) The extension of Bates’s unproved theory to psychological 


LR.CP, - 

as treatment is obviously also an aspect not readily disproved. 

a Yorks, It would be unfair to condemn Bates’s system on theoretical 
nel grounds alone. Valid therapeutic systems may have a poor 


theoretical interpretation. The onus of the proof must, how- 
Dedham ever, rest on its originator, and it cannot be said that any con- 

vincing evidence has been brought forward. There is also 
Riddoch much in Bates’s book, such as the restoration of vision in optic 
ed 90, @ atrophy, which is at variance with accepted views on the subject. 
ec King Long before Bates, however, it was recognized that “ there 
were none so blind as won't see.” Bates’s “exercises” are a 


Surgeon” ? 


A.—Disabling osteoarthritis of both hip-joints is a formid- 
able and still unsolved problem in therapeutics. Treatment 
may be classified into non-operative and operative methods. 
Non-operative methods of treatment include the following: 
(1) Adjustment of the patient’s routine of life in order to allow 
increased rest and to diminish the strain on the hip-joints. 
(2) Physiotherapy, in the form of local heat from infra-red 
radiation, or preferably short-wave diathermy, and measures 
to build up the normal supports of the hips—that is, the sur- 
rounding muscles. (3) Correction of any inequality in leg 


length due to fixed deformity by appropriate raising of one © 


shoe. (4) Deep x-ray therapy. (5) Intra-articular injections. 
Treatment by intra-articular injections is under fairly exten- 
sive trial at several centres at the present time. Most authori- 
ties recommend the employment of solutions of weak acids as 
being more effective than fluids having a lubricating action. 
Solutions of lactic acid, of acid potassium phosphate (1%), or 
of acid magnesium phosphate (1%) are variously recommended. 
A course of six to twelve injections, each of 20 mL, is given at 
weekly or two-weekly intervals. The results of this form of 
treatment are difficult to assess. Most observers agree that 
they are inconstant and uncertain, but that a proportion of 
patients do appear to gain some symptomatic relief. A satis- 
factory response is, however, unlikely to be secured in cases 
of advanced disease or where a severe degree of deformity is 
present. 

Operative treatment is usually advisable when the disease is of 
severe degree, provided that the general condition of the patient 
is suitable. The operations available, in order of increasing 
magnitude, are: (1) Neurectomy of the obturator nerve and 
the nerve to the quadratus femoris. This cuts off a large pro- 
portion of the pain fibres to the hip-joint, and is suitable, when 
a useful range of movement is still present. This method of 
joint denervation is popular in some French clinics at present. 
It is still very much sub judice. It is not as effective as lateral 
chordotomy but it is a much simpler procedure. (2) Osteotomy 
of the femur at the level of the inferior margin of the acetabu- 


lum, as advocated by McMurray. (3) Arthrodesis of one hip | 


with arthroplasty or pseudarthrosis of the other. (4) Arthro- 
plasty of both hips. The last two methods are particularly 
applicable to cases where movement is greatly restricted or 
where considerable fixed deformity is present. 


Kapeller-Adler Pregnancy Test 


Q.—Could you give me details of the Kapeller-Adler test for 
urinary histidine used as an aid in the diagnosis of pregnancy ? 
How long after conception does this test become positive ? 


A.—The test is preferably carried out on a twenty-four-hour 
specimen of urine, but failing that the first morning specimen 
may be used. ‘The urine is treated with a bromide reagent 
followed by a mixture of ammonia and ammonium carbonate, 
and the whole is then placed in a bath of boiling water for two 
to three minutes. The presence of histidine is indicated by the 
development of a red or reddish-violet colour. If the urine 
is alkaline it needs special preliminary treatment with 10% 
sulphuric acid and N/10 potassium permanganate solution. 
For further details, attention to which is important, reference 
should be made to an article by R. Kapeller-Adier (J. Obstet. 
Gynaec. Brit. Emp., 1941, 48, 141). According to this author, 
a positive histidine test may be obtained as early as the first week 
after the first missed period, and sometimes even before a period 
is missed. In threatened abortion and missed abortion the 
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reaction may be only weakly positive; it remains positive in 
hydatidiform mole, but becomes negative when pregnancy is 
complicated by severe toxaemia. False positive reactions are 
sometimes seen in cases of over-function of the anterior lobe 
of the pituitary. It is difficult to say how reliable is the test. 
Kapeller-Adler claims almost 100% accuracy in cases of normal 
pregnancy, and only a 3% error in non-pregnant women. A few 
other workers have found it to be 99% accurate in cases of 
pregnancy, but record an error as high as 15% in non-pregnant 
women. It has been tried out in many laboratories in this 
country, and the fact that it has not come into general use and 
replaced biological tests rather indicates that it is not accurate 
enough te be of much practical value, or at least that reliable 
results depend to a large extent on the personal factor in the 
carrying out of the technique and in the interpretation of the 
colour reaction. 


Addison’s Disease 


Q.—Has there been any recent advance in the treatment of 
Addison's disease? The present treatment consists in admini- 
stration of extract of adrenal cortex and sodium chloride, but 
the question of gland implantation has been raised. 


A.—Desoxycortone has proved a useful alternative to adrenal 
cortical extract and has two advantages: (1) 1 ml. is equivalent 
to 10 ml. of extract, and (2) tablets—for example, four of 
100 mg. each—can be implanted in the subcutaneous fat of the 
abdomen and continue to act for some eight months. Recently 
in the U.S.A. Upjohns has produced a cortical extract from 
pigs which is said to be far more potent than the cortical extract 
usually obtained from cattle, in the proportion of one to five. 
Further, it is qualitatively richer in the glycogen-forming or 
carbohydrate-regulating hormone as distinct from the salt-and- 
water-regulating hormone, and this is of particular advantage 
in those patients with a tendency to hypoglycaemia. As to 
implantation of actual adrenal gland, this has been tried many 
times, and occasionally favourable reports are made. Broster 
recently reported a_ new technique in which a branch of the 
epigastric artery is implanted into the adrenal vein of the trans- 
planted gland. However, in practice the method of adrenal 
transplanting has not come into popular use, and the probability 
is that it is too uncertain and hazardous. 


Beeswax in Oily Solutions of Penicillin 


Q.—Beeswax is incorporated in oily injections of penicillin 
to retard absorption. What is the fate of the injected beeswax 
and how does it act ? 


A.—The usefulness of incorporating 4.8% of beeswax in the 


arachis oil used as a vehicle for penicillin is amply attested by 


the work of Romansky and Rittman. The result is a very 
viscous medium undergoing slow dispersal ; the contained peni- 
cillin is consequently slowly absorbed and exerts a prolonged 
action. The whole of the vehicle is ultimately disposed of by 
phagocytosis, and is said to have no injurious effect. 


Intertrochanteric Fracture of Femur 


Q.—Is an inch shortening and a right-angled coxa vara recog- 
nized as a good result following an intertrochanteric fracture of 
the femur ? 


A.—While the result described cannot be regarded as perfect, 
it would not necessarily be inconsistent with a satisfactory 
recovery of function. In an elderly patient such a result 
would be accepted by most surgeons if it was felt that a better 
anatomical redugtion could’ be achieved only by operation. 
Though intertrochanteric fractures invariably unite, the union 
remains soft for five or six months in elderly patients, and it 
is during this late period that secondary deformation is likely 
to occur, resulting in coxa vara and shortening. The only way 
this can be prevented is by maintaining traction in bed for four 
or five months; or by subjecting the patient to an extensive 
operation to apply one of the several methods of internal fixa- 
tion. As always in old people, it is a question of gaining 
sufficient function for their needs by a method which carries 
the least risk to life. In younger patients, however, it should 


always be possible to obtain a perfect anatomical and func- 
tional result by early complete reduction and maintenance of 
the reduction by internal or external splinting. 


Antiseptic Effect of Ether 


Q.—Ether applied to the skin and allowed to evaporate is 
actively antiseptic, but to what extent is it effective if a litle E : 
kept with a hypodermic syringe in a metal pocket-case ? 


A.—On the contrary, ether, although said to be less effective "II 
for the purpose than spirit, does kill extraneous bacteria on the hi 
skin. Neither can be depended on to sterilize a syringe. The Mn 
most that ether can be expected to do in the type of use 
described is to sterilize the outside of the needle. For reference fem 
to further information on the sterilization of syringes see hs ae 
week’s issue (p. 680). 


Toxicity of Phenobarbitone | 

Q.—What daily dose of phenobarbitone is it safe to give lol , 

a prolonged period as a sedative? Does the drug accumulate Hh 
and if so what are the signs that this is taking place ? [2 


A.—The only guide to the daily dose of Phenobarbitone 
which it is safe to give as a sedative for a prolonged period ig 
that the maximum pharmacopoeial dose is 2 gr. (0.13 g.). This Ave 
is a dose for repeated use, and it remains for the doctor to | 
discover, for any particular patient, how often this dose cay ee 
be repeated with safety. Patients vary a great deal in theipml 
susceptibility to all barbitone derivatives. The variation hail 
been determined for one derivative—namely, “ sodium amytal” 
—and it was found that the most resistant patients requiged 
four times as much as the most susceptible ones. It is likely 
that there are patients in whom 2 gr. of phenobarbitone ‘ 
will produce some signs of accumulation, while others may # 
tolerate 6 gr. (0.4 g.) or more daily. Phenobarbitone is excreteg & 
very slowly by the kidney and therefore accumulates. Ti 
signs of accumulation are dullness and drowsiness; there si” 
also a diminution in the depth of respiration. , 


NOTES AND COMMENTS 


Tobacco and Poliomyelitis—Dr. R. MONAHAN (Geneva) 
Referring to this subject in “ Any Questions ?” (Oct. 11, p. 59 
this writer, in suggesting immunity for smokers, seems to have gg 
hold of the wrong end of the stick. Tobacco smokers invarialy 
develop the inflamed throat so favourable to infecting child 
Nowadays children are brought up in a tobacco-drenched atmosphemg 
irritating their throats, rendering them more susceptible to the poli 
myelitis virus. To-day the whole atmosphere of England is cp 
taminated as the result of this filthy habit. It might be interest 
to compare respective graphs showing the increase of smoking§ 
the last 30 years and the greater incidence of poliomyelitis. 


Loosening the Piston of a Syringe—Dr. S. J. D. Esse 
Rustenburg, Transvaal, writes: The simplest way of loosening 
the piston of a syringe (Aug. 30, p. 358) is to dip the syringe ® 
ice-water. Packing it with ice is apt to crack the glass, as the coll 
is distributed unevenly, but in every refrigerator there is a tray 
catch the water when defrosting. We have to defrost every di 
to keep the refrigerator in good working order. The tray gets 
of icy cold water in which the syringes are dipped and left for 
hour or longer. We invariably find that the piston is then qui 
loose owing to the fact that metal contracts more than glass throw 
cold. 


~ 


Addendum.—We should have indicated in our issue of Oct. 3 
that the paper on “ Shock in Obstetrics” by Prof. W. A. Seo | 


_(p. 647) was read originally at the International Congress of Obsté 


ricians and Gynaecologists held in Dublin from July 7-11 on 
occasion of the Rotunda Bicentenary Celebrations. | 
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